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I. INTRODUCTION

A. BACKGROUND

Of an estimated 3.7 million privately insured Maryland residents, 44 percent of them
were reported as enrollees in Health Maintenance Organizations (HMOs) in 2000.
Despite a dip in enrollment of almost two percentage points between 1999 and 2000,
HMOs remain the most prevalent type of health care delivery system, both in the nation
and state. HMOs, along with the providers in their networks, assume responsibility for
the quality of the health care services received by their enrollees. This approach differs
significantly from fee-for-service health care arrangements where individuals are
responsible for seeking out health care providers and obtaining needed services. The
HMO approach allows for measurement of care and services provided to a plan’s
enrolled population. The scrutiny that has resulted from that ability enables consumers
and employers to judge the quality of care provided by HMOs and encourages HMOs to
practice continuous quality improvement.

The purpose of the Comprehensive Performance Report: Commercial HMOs & Their
POS Plans in Maryland (Comprehensive Report) is to provide plans, providers,
researchers, and other interested individuals with detailed, plan-specific, and Maryland-
wide indicators of performance. This year's Comprehensive Report incorporates results
from the 2002 Consumer Assessment of Health Plans Study (CAHPS®' 2.0H survey) and
the Health Plan Employer Data and Information Set (HEDIS®?) data from reporting years
2000, 2001, and 2002. Indicators of clinical quality and member satisfaction, descriptive,
and utilization information are drawn from CAHPS® and HEDIS results. The
Comprehensive Report includes many HEDIS and CAHPS® measures that were not
included in The 2002 Consumer Guide to Maryland HMOs and POS Plans (Consumer
Guide). A number of measures that are specific to Maryland can also be found in this
report.

Because the performance of plans over time is more instructive than how they do in a
single year, tables in the report illustrate both absolute changes in plans' rates as well as
relative changes, i.e., how each plan compares to the average rates of all commercial
Maryland health plans. In recognition of exceptional performance over time, plans are
designated as “Star Performers” for eligible CAHPS® and HEDIS measures if the plan’s
rate was significantly higher than the Maryland HMO/POS average for each of the past
three years, 2000, 2001, and 2002. Plans that performed better than the average rate of all
commercial plans for a specific measure in 2002 are designated as above average in
performance for one year.

Health plans, health benefit managers, employers, and state policy makers use quality
information for a variety of purposes including:

" CAHPS" is a registered trademark of the Agency for Healthcare Research and Quality (AHRQ).
> HEDIS" is a registered trademark of the National Committee for Quality Assurance (NCQA)).

Maryland Health Care Commission September 2002 1
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determining areas for further study/investigation,
targeting quality improvement initiatives,
evaluating current initiatives,

comparing to other plans, regions, the nation
setting objectives, and

making contracting decisions.

B. COMPANION REPORTS

For those interested in a simpler version of this report, The 2002 Consumer Guide to
Maryland HMOs and POS Plans (Consumer Guide), provides a subset of measures
selected for their interest to the general public.

The 2002 Guide to Maryland HMOs & POS Plans for State Employees contains
information similar to the Consumer Guide but covers the three HMOs and two Point of
Service (POS) products available to 70,000 employees of the State of Maryland in 2003.

In January of 2003, the Maryland Health Care Commission will release the sixth annual
Policy Report on Maryland Commercial HMOs & POS Plans summarizing information
across all plans and making comparisons to similar commercial plans in the region and
nation.

An interactive version of the 2002 Consumer Guide lets consumers create a customized
report by selecting specific plans and comparing their performance on selected measures
to the average rate of all commercial HMOs/POS plans in the State. All MHCC
HMO/POS  plan  publications  are  available on  the  Internet  at
www.mhcc.state.md.us/hmoguide.

C. THE MARYLAND HEALTH CARE
COMMISSION

The Maryland Health Care Commission (MHCC) is a public regulatory agency. Members
of the MHCC are appointed by the Governor with the advice and consent of the
Maryland Senate. Maryland law, Health General Article, Section 19-135C et seq.,
requires MHCC to establish and implement a system to comparatively evaluate the
quality of care, outcomes, and performance of HMOs on an objective basis. The purposes
of the system are to:

a) assist HMOs in improving quality of care by establishing a common set of
performance measures; and

b) disseminate the findings of the performance measures to consumers,
purchasers, HMOs, and interested parties.

The HMO quality and performance evaluation system developed by MHCC, and
reflected in this report, is based on results from HEDIS developed by the National
Committee for Quality Assurance (NCQA) and the CAHPS® 2.0H survey.

2 Maryland Health Care Commission September 2002
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In addition to its mandates to assess the quality of commercial HMOs, MHCC also has
the following responsibilities:

Development of a comprehensive standard health benefit plan,

e Creation of a database of non-hospital health care services,
Development of quality and performance measures for nursing homes,
hospitals, and ambulatory surgical facilities and report findings.

e Implementation of a certificate of need program for certain health care
facilities and services,

e Adoption of a state health plan related to certificate of need decisions, and

e Oversight of electronic claims clearinghouses.

MHCC, in consultation with the Department of Health and Mental Hygiene and the
Department of Aging, produced the online report Maryland Nursing Home Performance
Evaluation Guide. The Guide provides comparative data that consumers can use to
evaluate Maryland nursing homes. The Hospital Performance Evaluation Guide is the
newest performance report released by MHCC. It features descriptive information on the
47 Maryland acute care hospitals. Both are accessible through the MHCC website at
www.mbhcc.state.md.us.

D. MARYLAND HEALTH PLANS

Maryland Health Plans in This Report

HMOs serving primarily the commercially insured population and receiving over one
million dollars in Maryland premiums are required to report annually to MHCC on
various measures of performance. Each plan has the option of reporting combined
performance results for its HMO and POS products that operate under the license of its
HMO. (POS members have access to the same provider networks and are covered under
the same policies as HMO members. They can also choose to see providers outside the
network in exchange for higher out of pocket costs.) Each plan, except Kaiser, has chosen
to report on both HMO and POS performance. Although Kaiser does have a small POS
plan, that plan’s reported information is applicable to its HMO members only.
Throughout this publication, references to HMOs and HMO members should be
understood to include members of POS plans for eight of the nine plans. The table on
the following page shows the plans for which data are included in this report along with
their average monthly enrollment for 2001.

Maryland Health Care Commission September 2002 3
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% HMO % POS Total

LEL (OHADS Members | Members | Members
Aetna US Healthcare, Inc.-Maryland, DC, 87 13 480,892
Virginia (Aetna)
CareFirst BlueChoice, Inc. (formerly 38 62 251,064
CapitalCare)(BlueChoice)
CIGNA HealthCare Mid-Atlantic, Inc. 54 46 182,619
(CIGNA)
Coventry Health Care of Delaware, Inc. 88 12 100,904
(Coventry)
Delmarva Health Plan (Delmarva) 99 1 18,668
Kaiser Foundation Health Plan of the 97 3 479,886
Mid-Atlantic States, Inc. (Kaiser)
MD-Individual Practice Association, Inc. 72 28 158,145
(ML.D. IPA)
Optimum Choice, Inc. (OCI) 82 18 457,771
Preferred Health Network (PHN) 37 63 67,698

Changes Among Commercial Plans

For the second year, the number of plans reporting to MHCC has declined. Consolidation
of Aetna-owned plans into a single company led to the 2001 reduction. This year’s
edition reflects a departure from the market by George Washington University Health
Plan and FreeState Health Plan. UnitedHealthcare of the Mid-Atlantic was granted an
exemption from reporting because the majority of its HMO business is now Medicaid
rather than commercial. Listed below is a brief overview of the plans included in this

report.

Aetna has consolidated Maryland operations into a single company.

Four BlueCross BlueShield HMOs operate under a not-for-profit holding
company called CareFirst. These CareFirst plans (all for-profit) are Delmarva,
BlueChoice, PHN, and FreeState. Because FreeState is not renewing contracts
and has stopped accepting new commercial groups, it was granted an exemption
from submitting reports on its performance in 2002. Both Delmarva and FreeState
have requested 2003 waivers from reporting on their performance. During fall
2001 open enrollment, the former CapitalCare was renamed BlueChoice. The
proposed conversion of CareFirst to a for-profit company and sale to WellPoint
Health Networks of California is under consideration by the Maryland Insurance
Administration. The departments of insurance in Washington, D.C. and Delaware
must also review the application for conversion and sale.

Two HMOs, M.D. IPA and OCI, are owned and operated by Mid-Atlantic
Medical Services, Inc. (MAMSI), a regional holding company.

Coventry also is a regional company.

Maryland Health Care Commission September 2002
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e Aetna, CIGNA, and Kaiser represent national health care insurers/providers in
Maryland.

e Since George Washington University Health Plan ceased operations in March
2002, only one non-profit HMO, Kaiser, operates in Maryland.

As ownership of health plans in Maryland and throughout the country becomes
concentrated in fewer but larger companies, real consumer choice becomes more limited.

E. REPORT ORGANIZATION

Organization of the Comprehensive Report is largely consistent with the domains and
sequence of measures identified in the HEDIS 2002, Volume 2: Technical Specifications
and commonly used by organizations reporting HEDIS information.

The report begins with a methodology section covering data sources, statistical methods,
and general considerations for interpreting the data in the report.

After the methodology section, each section of the Comprehensive Report covers a
HEDIS domain. A brief description of the domain opens each section. Results for
measures within each domain then follow. For each measure, the following is provided:

e Background information describing the measure’s importance and any relevant
clinical or population health information,

e A definition of the measure consistent with HEDIS 2002, Volume 2: Technical
Specifications,

e Notes describing any considerations regarding the generation or interpretation of
results,

e A brief summary of plan rates/scores that identifies salient results, and

e Table(s) containing absolute rates (i.e., percentages, rates per 1,000 members),
significant changes in absolute rates from 2000 to 2002, and relative rates (i.e.,
designation above/below Maryland HMO/POS average) for the past three years.

Plans are listed alphabetically in tables displaying their rates and the average rate for all
Maryland plans for various measures derived from the 2002 CAHPS® 2.0H survey,
HEDIS data set, and MHCC-specific measures of performance.

MHCC-specific measures have been included in sections on Behavioral Health Services
and Use of Facilities. These descriptive and performance indicators were recommended
by the Task Force to Develop Performance Quality Measures for Managed Behavioral
Health Care Organizations and MHCC. They are part of the set of mandatory
performance measures that commercial HMOs in Maryland were required to report in
2002.

The final section of this report presents the accreditation status of each plan. NCQA and
the American Accreditation Healthcare Commission (URAC) currently accredit
commercial health plans and behavioral health plans in Maryland. The Joint Commission
for the Accreditation of Healthcare Organizations (JCAHO), which accredits United
Healthcare in Maryland, now primarily a Medicaid plan, is also described. All are

Maryland Health Care Commission September 2002 5
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independent organizations that accredit health plans through an external review process.
In Maryland, accreditation is voluntary, i.e., not required by law. Information on which
organizations accredit managed behavioral health organizations (MBHOs) is included in
this section as well. Information on A.M. Best financial stability ratings is the final
component of this section.

Appendix A, Health Plan Performance by Measure, sorts plan results by score rather than
alphabetically for each measure, so the reader can see which plans performed best in each
category of care. It also provides a listing by plan of all measures for which the plan
achieved Star Performer status (performance that was above the average of all Maryland
plans for each of the past three years). The number of above average scores the plan
received in 2002 is also displayed.

Appendix B, Methods for Data Analysis, contains the methodology used in comparing
plan performance and comparing rates across years for HEDIS and CAHPS® 2.0H survey
measures.

Appendix C, Methodology for Audit of 2002 HEDIS Rates for Maryland HMOs & POS
Plans, contains the 2002 audit methodology used in verifying that Maryland health plans
followed the specifications created by NCQA when calculating the rates for each
measure.

Appendix D, Methodology for Administering CAHPS® 2.0H Survey Results for
Maryland HMOs & POS Plans, contains the survey methodology used in collecting and
calculating the 2002 CAHPS® 2.0H survey results.

6 Maryland Health Care Commission September 2002
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II. METHODOLOGY

This section of the report provides underlying descriptive information about data sources
used in the project. This is followed by a description of the statistical methods used to
determine relative plan performance and the statistical significance of performance
trends. The section continues with a discussion of the criteria used to identify Star
Performers. It closes with a discussion of general considerations regarding interpretation
of data contained in this report.

A. DATA SOURCES

Information in the Comprehensive Report is drawn primarily from two sources: HEDIS
performance measures and CAHPS® 2.0H survey results. In addition, to satisfy
legislative, task force and MHCC requirements, plans report on several measures of
performance that are specific to this state. Those measures are referred to as MHCC-
specific measures, because MHCC was charged with collecting and reporting data.

HEDIS Measures

HEDIS is a standard set of performance measures developed by the NCQA and experts
representing many fields. NCQA is a not-for-profit organization that assesses, accredits,
and reports on the quality of managed care organizations, including HMOs.

Rates for HEDIS 2002 measures in this report reflect services delivered during the 2001
calendar year. Similarly, 2001 and 2000 results presented in the report for trending
purposes, reflect performance experiences from calendar years 2000 and 1999
respectively.

Based on the State of Maryland’s information needs and expectations regarding
reliability of data, MHCC required that plans report a total of 40 HEDIS measures for
calendar year 2001. In addition, Maryland plans were asked to provide some specific data
and information about their behavioral health services, pharmacy formulary development,
and provision of after hours care.

This report presents results collected by the State of Maryland in seven general areas. The
first six areas are consistent with HEDIS domains of care. The final category contains
Maryland-specific data.

Effectiveness of Care

Access/Availability of Care

Satisfaction with the Experience of Care (CAHPS®™ 2.0H survey results)
Health Plan Stability

Use of Services

Health Plan Descriptive Information

MHCC-specific Measures of Performance

Maryland Health Care Commission September 2002 7
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All measures required by MHCC in the Effectiveness of Care and Access/Availability of
Care domains are included in this report. Measures included in the other domains were
selected based upon public interest, results, independent audit findings, and aspects of
health care represented by the measure. All aspects of health care measured by HEDIS
(e.g., inpatient care, ambulatory care, maternity care, satisfaction, etc.) are represented by
at least one measure.

All HEDIS measures collected by plans for MHCC have been audited according to the
certified audit program established by NCQA. The NCQA HEDIS Compliance Audit™?
is a standardized methodology that enables organizations to make direct comparisons of
plans’ rates for HEDIS performance measures. The audit is a two-part process consisting
of an assessment of overall information systems capabilities followed by an evaluation of
a plan’s ability to comply with HEDIS specifications. HealthcareData.com, LLC,
independently audited data displayed throughout this report under a separate,
competitively bid contract with the MHCC. More information regarding the audit
methodology can be found in Appendix C.

Data Collection Methodology

For many measures, HEDIS specifies a choice of administrative or hybrid data collection
methodologies. The hybrid methodology allows health plans that do not adequately
capture health care encounters to calculate rates that better reflect actual performance.
For this project all of the selected Effectiveness of Care measures and Well Child Visits
measures allow health plans to use either methodology.

Briefly, the two methodologies entail the following steps:

®  Administrative methodology: After identifying the eligible member population for a
measure, health plans search their administrative database (claims and encounter
systems) for evidence of the service. Rates based on the administrative method are
generally lower, but easier for health plans to produce than rates based on the hybrid
data collection method.

e Hybrid methodology: The hybrid methodology allows health plans with incomplete
administrative data to augment their HEDIS calculations with information gathered
from medical records. Plans select a random sample of eligible members for a
measure. The plan then searches its administrative databases for information about
whether each individual in the sample received the service and then consults the
medical records for evidence that the remaining individuals received the service.

> HEDIS Compliance Audit™ is a trademark of NCQA.

8 Maryland Health Care Commission September 2002
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Rotation of Measures

NCQA allows health plans to rotate data collection for selected HEDIS measures. For
measures that are rotated, data may be collected every other year, meaning that results for
those selected measures are deemed valid for two years. The measures that NCQA selects
for rotation are those that impose a substantial burden for health plans to collect, that
have been part of the HEDIS measurement set for at least two years, and for which no
significant changes have been made on how the data are collected and reported. If a
health plan chooses to rotate a measure, valid results reported to MHCC in 2001 for the
measure are also shown as 2002 results in this report. The table below indicates the
measures eligible for rotation and which measures plans chose to rotate.

Comprehensive Diabetes Care 5 %
Q
5 |5e| ©] © Sl & se S 5
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c (<2 JN7/] ©
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i ol o|lo=|=90|=0 > | £ o]l 0|08 0|00 Qo0
HMO/POS lmwn|jown|jon|o|l0oo| &I |lOF|lOO|=SEaZ|uT=E6aa
Aetna Yes | Yes | Yes Yes Yes
BlueChoice | Yes | Yes Yes | Yes | Yes Yes
CIGNA Yes | Yes Yes
Coventry Yes | Yes | Yes | Yes | Yes | Yes | Yes | Yes Yes Yes
Delmarva Yes Yes
Kaiser
M.D. IPA Yes
OClI Yes Yes
PHN

Note: Due to the shortage of some immunizations, particularly for diphtheria, tetanus,
and pertussis (DtaP) in 2001, NCQA allowed plans to treat the Childhood Immunization
Status and Adolescent Immunization Status measures like rotated measures for HEDIS
2002 reporting. Those measures had also been rotated in 2001. However, Maryland
health plans did not have this option. Maryland plans were required to collect and report
new rates for childhood and adolescent immunization in 2002. Among Maryland plans,
2002 average rates were found to be the same for childhood immunization and improved
for adolescent immunization, when compared to the previous year’s rates, showing
access to vaccine was not a problem in 2001.

Because a majority of Maryland plans chose to rotate two preventive care measures,
screening for breast and cervical cancer, those two measures were not included in the set
of measures for which plans could receive Star Performer designation in 2002. The
decision to exclude them from the set arose when the majority of plans chose to present
data collected in 2001, which do not reflect current performance. In 2003, MHCC will

Maryland Health Care Commission September 2002 9
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consider whether plans in Maryland should continue to be permitted to rotate HEDIS
measures for state reporting purposes.

In the results tables, plans that chose to rotate the measure are indicated by a superscript

r

“Not Report” and ‘“Not Available” Designations

According to NCQA guidelines, during the plan’s HEDIS Compliance Audit, measures
are assigned a “Not Report” designation if:

e The plan did not calculate the measure and a population existed for which the
measure could have been calculated.
The plan calculated the measure but chose not to report the rate.

e The plan calculated the measure but the rate was materially biased.

“Not Report” designations are denoted by “NR” in the tables in this report. Because plans
must report a rate for each measure that is included in MHCC's requirements for annual
performance, the first two categories of "Not Report" are not an option for Maryland
plans. Each NR designation that appears in Maryland HMO performance reports
denotes failure to pass the audit for that specific measure. In some cases, measures
for which rates appear may have failed the audit for a sub-component of the
measure. For example, rates of immunization for a specific vaccine could have been
designated as Not Report though the entire measure of childhood immunization
could have been designated as reportable.

When a plan can accurately generate a rate but its denominator (meaning the number of
members who meet criteria for the measure in question) is less than 30, its rate will be
reported as “Not Available” (NA). NCQA guidelines set 30 as the lower acceptable limit
for denominators. When fewer than 30 people constitute the unit being compared,
statistical validity, as well as meaningfulness of the measurement, is in question.

MHCC has found that NA ratings should not always be interpreted to mean that fewer
than 30 members of an entire health plan met the criteria for a measure. Except in some
instances, in very small plans, NA seems to denote a deficiency in the plan’s data
collection system, perhaps not identified during the audit, that does not allow it to
accurately identify members who met criteria and may or may not have received the
service being measured.

CAHPS® 2.0H Survey Measures

Consumers' experiences with their health care and health plans also are important
measures of performance used to monitor quality. Collaboration between NCQA and the
Agency for Healthcare Research and Quality (AHRQ) resulted in convergence of the
former NCQA® Member Satisfaction Survey and the Consumer Assessment of Health
Plans (CAHPS®) survey. The section of this report on satisfaction with the experience of
care contains survey results from health plan members. The CAHPS® 2.0H survey

10 Maryland Health Care Commission September 2002
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(included in HEDIS measurement set) has been administered to a different sample of
Maryland commercial HMO members each year since 1999.

Various versions of the CAHPS® survey have been created: adult and child versions, as
well as versions for commercial, Medicaid, and Medicare health plan members. All
versions of the survey contain question sets covering such topics as enrollment and
coverage, access to and utilization of health care, communication and interaction with
providers, interaction with health plan administration, self-perceived health status, and
respondent demographics.

Since 1999, MHCC has contracted with Market Facts, Inc. to administer the CAHPS®
2.0H survey to the adult, commercial HMO population. Market Facts, Inc. is an NCQA-
certified CAHPS® 2.0H survey vendor. A random sample of at least 950 members from
each health plan was surveyed in 2002. The survey was administered according to the
protocol outlined by NCQA. Additional information regarding the survey methodology,
including recent changes to the protocol, can be found in Appendix D.

B. STATISTICAL ANALYSIS

Calculation of Relative Performance Rates

Performance categories, which rank a plan’s performance on that measure as above
average, average, or below average, were assigned by comparing each plan’s rate to the
unweighted average rate of all nine Maryland plans. Each plan contributed equally to the
average rate, i.e., the average rate was determined by adding the rate for each plan and
dividing by nine. If the difference between the plan’s rate and the Maryland HMO/POS
average was statistically significant, the plan was assigned to the above or below average
category accordingly. To determine if the difference was statistically significant, the
analysis uses a modified t-test that accounts for the error in measurement of the
individual plan’s rate as well as the error in measurement of the state HMO/POS average.
A 95 percent degree of confidence was then used to determine if the difference between
the rates was statistically significant. Appendix B provides a more detailed description of
this methodology.

The tables in this report use the following symbols to denote relative comparisons:

® = Plan performed significantly better than the Maryland HMO/POS average
® = Plan performed equivalent to the Maryland HMO/POS average
O = Plan performed significantly worse than the Maryland HMO/POS average

Note: The state averages for 2000 and 2001 include plans not shown in this report. They
are based on the eligible plans in operation at that time and form the basis for the relative
rates for those years.
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Who Should Have Received the Service or Responded to the Question (Denominator
Sizes) and Confidence Levels

The number of plan members who are considered eligible for a specific service are those
who meet the qualifying criteria identified by each HEDIS measure, as described in
NCQA'’s annual publication HEDIS 2002, Volume 2: Technical Specifications. Those
members constitute the denominator of a rate. In statistical terms, the confidence interval
around the rate is smaller. A larger denominator allows for a more precise estimate of the
true rate.

Plans that use the administrative method to calculate a rate have smaller confidence
intervals around their rates since the entire population eligible for the measure is used
rather than a sample. This means that two plans with the same percent result can be in
two different performance strata. For example, Plan A and Plan B both report a rate of 85
percent for a particular measure. The state HMO/POS average for this example is 80.
Plan A used the hybrid method and its performance is designated as “average” when
compared to the state average for all 9 plans due to its larger confidence interval.
However, Plan B used the administrative method and its performance is designated as
“above average” since its narrower confidence interval clearly exceeds the confidence
interval around the state HMO/POS average.

Plans with the same rates also could be designated as performing at two different levels
due to rounding. The statistical tests were conducted using entire numbers without
rounding. Rates were then rounded for display in this report.

Calculation of Changes from 2000 to 2002

The trending tables contain a column titled “Change 2000-2002.” The information in this
column indicates whether a change in a plan’s actual (absolute) rate from 2000 to 2002 is
significant and, if so, the direction of the change. The table uses the following symbols:

A = Plan’s rate increased significantly from 2000 to 2002
< = Plan’s rate did not change significantly from 2000 to 2002
W = Plan’s rate decreased significantly from 2000 to 2002

This indicator shows whether a plan’s absolute or actual rate has improved over time.
Note that this calculation is independent of the plan’s relative rate. For example, a plan’s
rate may have changed from 65% in 2000 to 75% in 2002, a significant increase that
would be identified with the “A\’symbol. However, if the Maryland HMO/POS average
changed, for example, from 60% in 2000 to 80% in 2002, the plan’s relative rate may
have been above average in 2000, but below average in 2002 (i.e., even though its
absolute rate increased significantly, it increased less significantly than the Maryland
HMO/POS average over the same period).

The “Change 2000-2002” column indicates changes in the plan’s own performance as
measured by change in its absolute rate. It is not an indicator of the consistency of a
plan's performance (above, average, or below) in relation to other plans.
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The three columns labeled “Comparison of Relative Rates” show how each plan
performed in relation to the other plans that reported each year. The relative rate trend is
an indicator of the consistency of a plan's performance (above, average, or below) in
relation to other plans as reflected by the Maryland HMO/POS average.

Note that the term “significance” is used in the statistical sense. For example, a
significant change in a plan’s rate from 2000 to 2002 means that the change is very
unlikely to occur due to chance variation. It does not describe, however, the magnitude of
that change. A one-percent change can be considered significant if the population on
which it is based is large, as is often the case with HEDIS rates calculated using the
administrative method.

C. STAR PERFORMERS

To be considered a Star Performer for a specific measure, a health plan must maintain an
above average level of performance for each of the past three years, as identified by the
statistical significance test described in the previous section. Only measures reported in
the Consumer Guide are considered when conferring Star Performer status upon plans.

To be eligible to receive this designation, plans must have existed in their current form,
doing business in Maryland for the past three years. Aetna US Healthcare, Inc.-
Maryland, DC, Virginia, reported for the first time in 2001 and, therefore, is not eligible
for Star Performer designation in 2002. BlueChoice is eligible because only the name of
the plan changed in 2002. The 2000 and 2001 performance of CapitalCare is attributed to
BlueChoice.

Measures were not included in the evaluation of Star Performers if the measure, or the
manner in which MHCC has reported plan performance of the measure, has changed
materially within the past three years. In total, seven CAHPS® 2.0H measures and twelve
HEDIS measures were eligible for Star Performer status in 2002. The eligible measures
follow:

HEDIS

Childhood Immunization Status (Combination 2)

Controlling High Blood Pressure

Beta Blocker Treatment After a Heart Attack

Cholesterol Management After Acute Cardiovascular Events, Cholesterol (LDL-C)

Testing

e Comprehensive Diabetes Care, Blood Glucose (Hemoglobin Alc, HbAlc)
Testing

e Comprehensive Diabetes Care, Cholesterol (LDL-C) Testing
Comprehensive Diabetes Care, Eye Exam Performed

e Use of Appropriate Medications for People with Asthma (combined rate of age 5-
56 years)
Follow-Up After Hospitalization for Mental Illness, 30 Day Follow-Up measure

e Prenatal and Postpartum Care, Postpartum measure
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e Well-Child Visits for Infants and Children (combined rate of age 15 months and
3-6 years)
e Adolescent Well-Care Visits

CAHPS®2.0H

How Members Rate Their Health Plan
Few Consumer Complaints

Health Plan Customer Service

Getting Needed Care

Getting Care Quickly

How Often Doctors Communicated Well
Rating of Health Care Received

Star Performer information appears in the following places in this report:

e In trending tables, asterisks appear next to the plan name if the plan has been
designated as a Star Performer for the measure.

e Table 87 (“Star Performers by Plan”) in Appendix A — Health Plan Performance
by Measure provides a listing by plan of the measures for which it has attained
Star Performer status.

D. GENERAL CONSIDERATIONS FOR
INTERPRETATION OF INFORMATION IN THIS
REPORT

Data Loss and Completeness

The health care marketplace is changing rapidly. Health plans continually merge or
acquire other plans. Whether due to a merger or an acquisition, the surviving health plan
must integrate all data from predecessor plans to report the health care experiences of all
members. Administrative data systems conversions can be complex and can lead to loss
of data. Even if a systems conversion has not taken place, creating HEDIS measures from
multiple systems can raise data integration issues that may lead to data loss. Quantifying
data loss is extremely difficult.

Data completeness is another issue that many health plans face. The plan may not have
complete data on all of the services rendered to its members for many reasons. For some
HMO providers, payment is capitated and is not associated with each individual service
rendered to enrollees. Therefore, providers may not always submit the information to the
HMO even though care was provided. Similarly, many HMOs do not receive complete
data from contractual vendors who provide services such as laboratory, radiology,
pharmacy, and mental health. In some instances, plans do not have data for some
members because the member’s employer contracted with a different company to provide
certain services, such mental health. Behavioral health care and pharmacy coverage are
often provided by a different company than the company that provided health services.
When health plans contract with another company or provider to deliver services, the
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health plan remains responsible for the care provided by their contractors and for data
associated with provision of care.

Medical coding is another factor that may affect completeness of a plan's data. HEDIS
measures rely on standard coding (i.e., ICD-9, CPT-4, etc.) to capture information on the
delivery of services from their administrative data. The minimum level of specificity
required for a service to be counted in the HEDIS rate is indicated in the HEDIS 2002,
Volume 2: Technical Specifications. Plans, however, are dependent on their providers to
use the correct code for the service that was rendered. Some plans create their own codes
to represent certain services for billing purposes. In many cases, these so-called “home-
grown codes” cannot be used to calculate the HEDIS rate in accordance with NCQA
specifications. As the Health Insurance Portability and Accountability Act is phased in,
use of home grown codes by health plans will be phased out.

All of these factors can cause variation in HEDIS results that are not attributed to differ-
ences in performance. Although plans continually work to improve their data for use in
performance measurement and quality improvement, demonstrating the effects of these
efforts on final HEDIS rates is extremely difficult.

Administrative vs. Hybrid Data Results

In recognition of the industry-wide problem of data incompleteness, many HEDIS
measures can be calculated by supplementing administrative data from the plan with
information from the enrollee’s medical record. This is called the hybrid methodology.

Because they count service information from the medical record (not just administrative
data systems), plans that use the hybrid method tend to report higher rates that those that
use administrative systems alone. However, medical record reviews are both time and
cost-intensive, and many plans simply do not have the resources to conduct complete
medical record reviews. As a result, the plan may not capture all relevant services for
reporting its HEDIS rates.

In the trending tables for hybrid-eligible measures, plans that use only administrative data
to generate their rate are indicated by a superscript “m.”

Performance Measurement Issues

Methods for assessing health plan performance are continually under development. Each
year, HEDIS measures are refined and new measures are added to create a more accurate
means of evaluating health plan performance. Despite having a standardized set of
measures, some factors may still influence a plan's results. Throughout this report, factors
to consider when interpreting the results will be presented when applicable. In addition to
differences in quality, the following issues can cause variation in HEDIS results.

e Many HEDIS measures are calculated from samples of the plan population.
Although sampling methods plans used conform to statistical methods, there is
still a small chance that the sample does not represent the underlying population.
Although the likelihood of this random error occurring is small, the estimate
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obtained with a sample may produce a result that exceeds the error tolerance of
5% set by NCQA specifications.

e HEDIS results are not risk-adjusted. There may be differences in the plans’
populations that cause variation of the rates even when the quality of the health
care delivered is the same. For example, Plan A may have a sicker population
than Plan B. Although both plans may provide the same quality of care, Plan A
may have higher utilization rates for some services because their enrollees need
more medical care than do the healthier members of Plan B. Therefore, variation
in rates for some HEDIS measures such as Use of Services and Frequency of
Selected Procedures results would not be due to differences in performance.

Studies supported by the Agency for Healthcare Research and Quality have
shown differences in HEDIS rates due to education and economic differences in
plan members. Better-educated members tend to demand and get better services.

e Finally, HEDIS results are only as accurate as the data used to produce the
measures. Several factors can affect availability and completeness of data used to
produce the HEDIS measures. The common practice of contracting out specific
services, like behavioral health services, pharmacy, laboratory, and radiology
present challenges to accountability in data collection and reporting for some
plans. Plans remain legally responsible for services even when they pay to
have someone else deliver the service. This problem becomes even more
complex when employers “carve out” some types of services from their contract
with a health plan. In those instances, the plan is not responsible for the delivery
of the specified services or data collection or reporting.

Healthy People 2010 Objectives

For some Effectiveness of Care measures, this report includes comparisons to Healthy
People 2010. The 1979 Surgeon General's Report, Healthy People, and Healthy People
2000: National Health Promotion and Disease Prevention Objectives established
national health objectives and served as the basis for the development of state and
community plans. Healthy People 2010 builds on initiatives pursued over the past two
decades by the United States Public Health Service for improving health among
Americans. Where similar measures exist, Healthy People 2010 objectives have been
cited.

Readers are cautioned that important differences exist between HEDIS measures and the
objectives in Healthy People 2010. Of primary importance is that the populations each
considers are different. To explain, HEDIS measures are designed and used for an
insured population with access to care whereas Healthy People 2010 objectives are public
health objectives for the entire population, of which a significant proportion does not
have health insurance. HEDIS and Healthy People 2010 also use different definitions and
specifications for performance measures.
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An example of measurement differences occurs with childhood immunizations. The
objective for Healthy People 2010 is to identify the proportion of the population who
received “basic immunizations” through two years of age. In contrast, the HEDIS
measure looks at the percent of children who have received specified vaccines by their
second birthday. Despite these differences, the report includes some references to the
Healthy People 2010 objectives because they are widely recognized external
comparisons.

Impact of Consolidation of Aetna Plans

As indicated in the Introduction section, in the 2001 reporting year, Aetna U.S.
Healthcare, Inc. consolidated operations in Maryland into a single company called Aetna
U.S. Healthcare, Inc. - Maryland, DC, Virginia. In 2000, Aetna operated four plans in
Maryland, and therefore performance results for each of those plans were reported
separately in the 2000 MHCC HMO reports. The four plans did business as:

Aetna US - MD
Aetna US - VA
Aetna/NYLCare
Prudential/Aetna

Consolidation of the Aetna plans continues to impact a comparison of the Maryland
HMO average between 2002 and prior years. The Maryland HMO average is calculated
as a simple average of the rates of all commercial plans operating in Maryland during the
reporting year. The average is not weighted by plan enrollment.

In 2000, a total of 15 HMOs were included in the calculation of the Maryland HMO
average, four of which were operated by Aetna. In 2001, a total of 12 HMOs were
included in the calculation of the Maryland HMO average only one of which was
operated by Aetna.

In 2002, nine plans were included in the average and, again, only one plan was operated
by Aetna.

If the rates for Aetna plans, as a group, are significantly different from the average of
other plans, the consolidation of the Aetna plans would cause a shift in the Maryland
HMO average.

This shift, which was seen in 2001 and 2002, is not a result of changes in HMO
performance across Maryland. It results because the method used to calculate the
Maryland average is sensitive to changes in the number of plans when plans that perform
better or worse than average combine or leave the market.

Consolidation of Aetna plans contributed significantly to a change in the Maryland
average for the following measures from 2000 to 2002. The measures were:

e Children's Access to Primary Care Providers, 25 Months-6 Years
e Children's Access to Primary Care Providers, 7-11 Years
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Chlamydia Screening, Age 16-20

Chlamydia Screening, Age 21-26

Board Certification, Pediatrician and Other
Well-Child Visits in the First Fifteen Months
Well-Child Visits in the 3rd, 4th, 5th, 6th Years
Well Child Composite

Adolescent Well-Care

For these measures, readers are cautioned not to interpret changes in the Maryland
HMO/POS average for the three years displayed here as resulting only from changes in
plan performance. Note that the Maryland HMO average is dynamic and the plans that
contribute to it change each year. Relative ranks reported for 2000 and 2001 are based on
the plans in existence during 1999 and 2000, just as the Maryland average for 2002 is
composed of plans and their data from calendar year 2001.
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III. EFFECTIVENESS OF CARE MEASURES

Summary

This section contains results for the HEDIS Effectiveness of Care measures that MHCC
required Maryland commercial HMOs to report in 2002. These measures, listed in the
table below, are designed to illustrate the plan’s delivery of clinical services in
accordance with established and widely accepted guidelines. Effectiveness of Care
measures reveal what percent of people who should have received a service actually did
receive the service. Unless otherwise noted, for all of the measures presented in this
section, higher rates indicate better performance.

Measure

Description

Childhood Immunization
Status

The percent of children who received specified immunizations by
age 2.

Adolescent Immunization
Status

The percent of adolescents who received specified immunizations
by age 13.

Breast Cancer Screening

The percent of women age 52-69 who had a mammogram within
the past two years.

Cervical Cancer Screening

The percent of women age 21-64 who received a pap smear test
within the past three years.

Chlamydia Screening in
Women

The percent of sexually active women age 16-26 who had at least
one chlamydia test during the measurement year.

Controlling High Blood
Pressure

The percent of members age 46-85 with a diagnosis of
hypertension who had their blood pressure under control.

Beta Blocker Treatment After
a Heart Attack

The percent of members age 35 and older that were hospitalized,
diagnosed with acute myocardial infarction, discharged alive, and
dispensed a prescription for beta blockers upon discharge.

Cholesterol Management
After Acute Cardiovascular
Events

The percent of members age 18-75 that were discharged alive in
the year prior to the measurement year for AMI, coronary artery
bypass graft (CABG), or percutaneous transluminal coronary
angioplasty (PTCA), and had a cholesterol (LDL-C) screening and
cholesterol (LDL-C) level <130mg/dL between 2-12 months of
discharge from a hospital.

Comprehensive Diabetes
Care

The percent of members with diabetes age 18-75 who had each of
the following: glucose (HbAlc) tested, glucose (HbAlc)
controlled, cholesterol (LDL-C) tested, cholesterol (LDL-C)
controlled, dilated eye exam, kidney disease monitored.

Use of Appropriate
Medications for People with
Asthma

The percent of members age 5-56 with persistent asthma who were
prescribed inhaled corticosteriods (or one of three alternative
medications) as primary therapy for long-term control of asthma.

Follow-up After
Hospitalization for Mental
Illness 7 day and 30 day

The percent of members age 6 or older that were hospitalized for
mental health disorders that were seen on an ambulatory basis
within 7 and 30 days of discharge.
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Measure

Description

Antidepressant Medication

Management

The percent of members age 18 or older who had pharmacological
management of depression, as denoted by 3 separate components:
1) optimal contact with practitioner for medication management
during 3-month acute phase, 2) effective acute phase treatment

(3 months), 3) effective continuation phase treatment (6 months).

Flu Shots for Adults 50-64

The percent of members age 50-64 who received an influenza
vaccination.

Advising Smokers to Quit

The percent of adult smokers who received advice to quit smoking
from a health professional in the plan. (Not reported until 2003.)

The HEDIS 2002 rates in this report reflect services delivered during the 2001 calendar
year. Similarly, 2001 and 2000 results presented in the report for trending purposes
reflect performance and experiences from 2000 and 1999 calendar years, respectively.

Rotation of Measures

Because all but one of the measures that are eligible for rotation are Effectiveness of Care
Measures, the following information, also displayed in the Methodology Section is

presented here.

NCQA allows health plans to rotate data collection for selected HEDIS measures. For
measures that are rotated, data may be collected every other year, meaning that results for
those selected measures are deemed valid for two years. The measures that NCQA selects
for rotation are those that impose a substantial burden for health plans to collect, that
have been part of the HEDIS measurement set for at least two years, and for which no
significant changes have been made on how the data are collected and reported. If a
health plan chooses to rotate a measure, valid results reported to MHCC in 2001 for the
measure are also shown as 2002 results in this report. The table below indicates the
measures eligible for rotation and which measures plans chose to rotate.

Comprehensive Diabetes Care 5 %
5 |S5el o] = 5] o L R
5 |8 |25 2f & ol © S5
8 |5 |52l 3| 2| |s2|s2|, 2558 |26
c o »
Selegl£e| . 2| 2| e |52[82|2 BlsSE |53
=|lw®w=|= o = | o= = == o3 S E s
cc|8c|52|aoo|as| R 22| 2|68 S5YSs
wnol|l2o|lcso|loc|los| 4 |oE|lo2|2 B = 28 glee
S ol o|EO|lOos|Oox sE| 5|l s$|e c ol &%
O = - ol sw| s € [} O nw| © € s 2= n o ¥
i o|lovo|lo=|=0|= 0 > | £ o]l 0|08 0|00 Qo0
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Aetna Yes | Yes | Yes Yes Yes
BlueChoice | Yes | Yes Yes | Yes | Yes Yes
CIGNA Yes | Yes Yes
Coventry Yes | Yes | Yes | Yes | Yes | Yes | Yes | Yes Yes Yes
Delmarva Yes Yes
Kaiser
M.D. IPA Yes
OClI Yes Yes
PHN
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In the results tables, plans that chose to rotate the measure are indicated by a superscript
ap

Because a majority of Maryland plans chose to rotate two preventive care measures,
breast cancer screening and cervical cancer screening, those two measures were not
included in the set of measures for which plans could receive Star Performer designation
in 2002. The decision to exclude them from the set arose when the majority of plans
chose to present data collected in 2001, which do not reflect current performance. In
2003, MHCC will consider whether plans in Maryland should continue to be permitted to
rotate HEDIS measures for state reporting purposes.

Changes to HEDIS for 2002
Flu Shots for Adults Ages 50-64

Flu Shots for Adults Ages 50-64 is a new measure that looks at the percentage of
members age 50-64 who received an influenza vaccination during the previous flu
season. Developed in collaboration with the CDC, this measure is based on a response
item in the CAHPS® 2.0H Adult Commercial Survey. The specifications for this measure
are consistent with current recommendations from the Advisory Committee on
Immunization Practices.

The burden of influenza-related morbidity and mortality among people 50-64 is
significant. Hospitalization rates for people in this age group have varied between 80 and
400 per 100,000 for those with high-risk conditions and from approximately 20 to 40 per
100,000 for those without such conditions. Of the 20,000 influenza-associated deaths per
year, about nine percent occur among people ages 50-64. The disease burden for
influenza is large and the potential for prevention is high. Influenza infections result in
significant health care expenditures each year and vaccination is safe and effective.

Advising Smokers to Quit

The Advising Smokers to Quit measure determines the percentage of adult (age 18 or
older) current smokers or recent quitters, who were seen by a plan practitioner during the
measurement year and received advice to quit smoking from the practitioner. This
measure is calculated using patient survey data collected as part of the CAHPS® 2.0H
Adult survey.

In 2002, NCQA revised the reporting strategy for this measure. It is no longer part of the
rotation strategy used in prior years. Rather than increasing the sample size for alternating
years, plans will administer the survey for two consecutive years to achieve a
denominator sufficient to calculate the results. Thereafter, a moving average will be
calculated based upon data gathered during the reporting year and the year prior. This
means that results will not be publicly reported until 2003, therefore it is not included in
this report.
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A. CHILDHOOD IMMUNIZATION STATUS

Background

Childhood immunizations protect children from serious illnesses such as polio, tetanus,
measles, and chicken pox. Vaccines are one of medicine’s best examples of primary
prevention and are an easy, proven way to help children stay healthy and avoid
potentially harmful effects of childhood diseases such as mumps and measles. Prevention
of these diseases, even when illnesses are mild, saves hundreds of school and workdays
that would be lost.

Although the incidence of preventable childhood diseases has declined due to high rates
of vaccination in school-age children, many children do not receive sufficient
immunization to meet recommended guidelines. The following is a schedule of
immunizations recommended as of December 2001 by the U.S. Centers for Disease
Control and Prevention (CDC), the American Academy of Pediatrics (AAP), and the
American Academy of Family Physicians:

Age DTaP/ IPV MMR Hep B HiB VZV PCV

DT

Birth-2 mos. v

1-4 mos. v

2 mos. v v v v

4 mos. v v v v

6 mos. v v v

6-18 mos. v v

12-15 mos. v v v

12-18 mos. v

15-18 mos. v

Source: American Academy of Family Physicians, Recommended Childhood
Immunization Schedule — United States, January — December 2002

Web page: http://www.aafp.org/x7666.xml

The vaccines, abbreviated as noted, protect against the following diseases:

DTaP/DT — diphtheria, tetanus, and pertussis

IPV — polio

MMR - measles, mumps, and rubella

Hep B — hepatitis B

HiB — haemophilus influenza type b
VZV — chicken pox

PCYV — pneumonia
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Definition of Measure

The Childhood Immunization rate shows what percent of children who turned two years
old during 2001, and were continuously enrolled in their health plan for 12 months
immediately preceding their second birthday have received immunizations as specified
for the two HEDIS-defined combinations listed below.

Combination 1 Combination 2
4 DtaP/DT 4 DtaP/DT
3 IPV/ OPV 3 IPV/ OPV
1 MMR 1 MMR
3 Hep B 3 Hep B
3 HiB 3 HiB
1 VZV

This report also contains 2002 rate results for the specific antigens that comprise each
combination vaccine. While rates for Combination 1 have been reported for a number of
years, this combination no longer constitutes adequate immunization. It is not reported in
the Consumer Guide.

Notes

Combination 2 is largely compliant with broad guidelines set by the U.S. Centers for
Disease Control. Several exceptions are noteworthy. The CDC recommends I[PV antigen
to prevent polio, but HEDIS specifications allow for administration of either IPV or OPV.
In addition, pneumococcal conjugate vaccine (PCV) is included in the CDC 2002
Recommended Immunization Schedule. Four PCV vaccinations are recommended for all
children 2 to 23 months of age. This recommendation was not incorporated into the
HEDIS specifications.

In 2002, NCQA incorporated into HEDIS a recommendation of the CDC’s Advisory
Council on Immunization Practices and required a minimum of three HiB vaccines
(instead of two) prior to a child’s second birthday. Beginning in 2003, HEDIS guidelines
will not count as “compliant” any DTaP/DTP, IPV/OPV or HiB vaccinations given to a
child younger than six weeks.

Vaccine shortages and shipment delays that arose during 2001 had a varied impact upon
different regions of the country. NCQA allowed plans to treat the childhood
immunization measure like rotated measures for HEDIS 2002 reporting. This measure
had also been rotated in 2001. However, Maryland plans were required to report both
child and adolescent immunization rates and were not permitted to rotate these measures
in 2002.

In 2001, the measurement year for which rates are displayed here, Maryland was not
affected until late in the year and with only limited problems. The 2002 average rates
were compared to the previous year and were found to be the same for childhood
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immunization status and improved for adolescent immunization status, showing access of
vaccine was not a significant problem for Maryland in 2001.

Several factors complicate calculating this measure and can lead to under-reporting.
When interpreting results, readers should consider the following:

e Children who receive some, or even most, but not all of the immunizations specified
for the combination are excluded from the numerator of the rate. Vaccine-specific or
single antigen rates are almost always higher than the rates for combinations but, of
course, they alone do not constitute adequate immunization.

e All plans have difficulties documenting immunizations that were received outside of
their network (e.g., at schools, local health departments, etc.). Maryland is in the
process of developing the Maryland Immunization Registry to centralize this information to
provide complete and accurate records through a confidential and secure computer system.

e Disease history or evidence of a seropositive test is considered equivalent to being
immunized against the disease in question.

e Children who previously had chicken pox do not receive the VZV vaccine. However,
history of chicken pox often is not documented in a child’s medical record since
medical treatment is not always necessary. Therefore, children with a history of
chicken pox are not always included in the numerator of the measure as specified.

e Poor quality of coding for ambulatory data is commonly found in capitated managed
care environments and can complicate accurate measurement. Providers often do not
include antigen-specific codes for immunizations on encounter forms submitted to
plans.

e Many children receive recommended immunizations shortly after their second
birthday. Although the intent of the measure is satisfied, these children must be
excluded (as indicated in the HEDIS 2002, Volume 2: Technical Specifications, which
guide calculating rates for HEDIS measures to ensure the comparability of results
across plans).

Results

Antigen-Specific Vaccination Rates
This report shows the rates for antigen-specific vaccinations in Table 3.

Combination 1

From 2000 to 2002, four of the eight plans reporting for all three years improved their
rates significantly. The Maryland HMO/POS average increased five percentage points
over this period to 71% (see Table 1).

In 2002, rates ranged from 50% to 82% with four plans receiving average scores, three
plans were above average, and two plans were below average. This combination is
displayed for the purpose of showing trends over time, but is no longer where plans
should focus their attention. Combination 2 is the current marker for performance.
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Combination 2

From 2000 to 2002, five of the eight plans reporting for all three years improved their
rates significantly (see Table 2). The Maryland HMO/POS average increased nine
percentage points over this period. More plans increased their rates for Combination 2
than were able to increase their rates for Combination 1. This indicates that plans have
reported a greater increase in the rate of VZV immunization.

In 2002, the average rate for all plans was 66%. Rates ranged from 48% to 79% with
two plans receiving average scores, five plans were above average, and two plans were
below average. Two plans are Star Performers (see Table 3).
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Combination 1 does not include the vaccine for chicken pox (VZV)

Table 1

Childhood Immunization Status Combination 1, Trending
Comparison of Absolute Rates Comparison of Relative Rates
Change
2000-
2000 2001 2002 2002 2000 2001 2002
Maryland HMO/POS
Average 66% 73% 71% 5%
Aetna -- 73% 74% -- -- ® O]
BlueChoice 60% 73% 69% ) ©) O] ®
CIGNA 65% 76% 75% A O] O] O]
Coventry 75% 75% 81% A ® ® [ )
Delmarva 63% 63% 50% Vv ® O O
Kaiser™ 89% 89% 82% 2 ° ° °
M.D. IPA 73% 78% 76% & J ® ®
OCI 62% 71% 75% A O] O] O]
PHN 59% 59% 59% & O @) @)
Legend:

Change 2000-2002

A Plan’s rate increased significantly from 2000 to 2002

< Plan’s rate did not change significantly from 2000 to 2002

WV Plan’s rate decreased significantly from 2000 to 2002

Relative Rates

® = Plan performed significantly better than the Maryland HMO/POS average
® = Plan performed equivalent to the Maryland HMO/POS average
O = Plan performed significantly worse than the Maryland HMO/POS average

Notes:

e “Change 2000-2002” indicates a statistically significant change in a plan’s absolute rate (i.e.,

the number of percentage points higher or lower) from 2000 to 2002.

e Relative rates represent statistically significant differences between an individual plan’s rate

and the state HMO/POS average for a given reporting year.

e " These plans used the administrative method to calculate this rate in 2002. All other plans

used the hybrid method.

e  Aectna US Healthcare, Inc. — Maryland, DC, Virginia reported for the first time in 2001.
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Table 2

Combination 2 does include the vaccine for chicken pox (VZV)

Childhood Immunization Status Combination 2, Trending
Comparison of Absolute Rates Comparison of Relative Rates
Change
2000-
2000 2001 2002 2002 2000 2001 2002
Maryland HWO/POS
Average 57% 66% 66% 9%
Aetna - 67% 69% -- -- ®© O]
BlueChoice 50% 67% 65% ) O O] O]
CIGNA 56% 72% 70% A ® ) )
Coventry 57% 57% 70% A ®© O ®
Delmarva 59% 59% 49% & O] O O
*Kaiser™ 82% 82% 79% & Ll o d
*M.D. IPA 63% 72% 72% A [ ° L
OCI 50% 63% 71% ) O ® ®
PHN 48% 48% 48% & @) @) O
Legend:

Change 2000-2002

A Plan’s rate increased significantly from 2000 to 2002

< Plan’s rate did not change significantly from 2000 to 2002

WV Plan’s rate decreased significantly from 2000 to 2002

Relative Rates

® = Plan performed significantly better than the Maryland HMO/POS average
® = Plan performed equivalent to the Maryland HMO/POS average
O = Plan performed significantly worse than the Maryland HMO/POS average

Notes:

e “Change 2000-2001” indicates a statistically significant change in a plan’s absolute rate (i.e.,
the number of percentage points higher or lower) from 2000 to 2002.

e Relative rates represent statistically significant differences between an individual plan’s rate
and the state HMO/POS average for a given reporting year.

e * Star Performer — this designation indicates that a plan has reported a better than average

relative rate for this measure for the past three reporting years: 2000, 2001, and 2002. Plans
must have operated in their current form within Maryland for three years in order to be
eligible to receive this designation.

e " These plans used the administrative method to calculate this rate in 2002. All other plans
used the hybrid method.

e Aectna US Healthcare, Inc. — Maryland, DC, Virginia reported for the first time in 2001 and,

therefore, is not eligible for Star Performer designation.
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B. ADOLESCENT IMMUNIZATION STATUS

Background

Immunizations are just as important to adolescents as they are to children. Although
much of the focus for intervention has been on infants and children, health plans should
encourage recommended immunizations according to the official schedule for
adolescents. The CDC, the AAP, and other experts recommend that, depending on the
vaccinations received previously, by the time children are 13 years old they should have
received a second dose of measles-mumps-rubella (MMR), four hepatitis B (Hep B)
vaccines, a tetanus booster, and a chicken pox (VZV) vaccine. If they have already had
the disease they should not receive the vaccination. Additionally, a fourth polio vaccine
at age 4-6 is recommended.

Recommended Adolescent Immunizations

Age DtaP/ PV MMR Hep B VZV Td Hep A*
DTP
2 yrs. + v
4-6 yrs. v v v
11-12 yrs. v v
11-16 yrs. v

The vaccines listed protect against certain diseases:

DTaP/TD — diphtheria, tetanus, and pertussis

IPV — polio virus VZV — chicken pox
MMR — measles, mumps, and rubella Td — tetanus and diphtheria
Hep B — hepatitis B Hep A* — hepatitis A

* DHMH, Center for Immunization Recommended Childhood Immunization Schedule - 2002 includes 2 doses of
hepatitis A vaccine for Baltimore City residents

Definition of Measure

This measure shows what percent of adolescents who turned 13 during the measurement
year (2001), and were continuously enrolled for 12 months immediately preceding their
13th birthday, received the following immunizations as specified for each of the NCQA-
recognized combinations. As is the case with immunization for children, the distinction
between Adolescent Immunization Combination 1 and 2 is that Combination 2 includes
the vaccine for chicken pox (VZV). This is the combination that is recommended by
experts.

Combination 1 Combination 2
Second dose of MMR Second dose of MMR
3 Hep B (or two dose 3 Hep B (or two dose
regimen) regimen)

1VzZV
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While rates for Combination 1 have been reported for a number of years, this
combination no longer constitutes adequate immunization.

This year, the Comprehensive Report also contains 2002 rate results for the antigen-
specific vaccines that comprise each combination.

Notes

Beginning in reporting year 2001, the HEDIS Technical Specifications changed to allow
health plans to count members as compliant toward the hepatitis B indicator if they
received the two-dose regimen identified with CPT code 90743.

Combination 1, without the vaccine for chicken pox or the tetanus booster, is less
comprehensive than what is recommended by experts in preventive and clinical care. See
the chart above for current (2002) recommended vaccines, per CDC, AAP, and the
Maryland Center for Immunization. Combination 2 does include the chicken pox vaccine
(VZV).

Several factors complicate calculating this measure and can lead to under-reporting.
When interpreting results, readers should consider the following:

e Adolescents who receive some, but not all, of the immunizations specified for the
combination are excluded from the numerator of the rate. Vaccine-specific or antigen-
specific rates are always higher than the combination rates, but individual vaccines
alone do not provide sufficient protection

e All plans have difficulties documenting immunizations that were received outside of
the network (e.g., at schools, local health departments, etc.)

e Disease history or evidence of a seropositive test is considered equivalent to being
immunized against the disease.

e Adolescents who previously had chicken pox do not receive the VZV vaccine.
However, history of chicken pox often is not documented in an adolescent’s medical
record since medical treatment is not always necessary. Adolescents with a history of
chicken pox are not always included in the numerator of the measure as specified.
This is especially problematic for this measure since adolescents could have had
chicken pox at any time up to their thirteenth birthday, and most adolescents have not
been in the same plan for that entire time.

e Poor quality in coding of ambulatory data is commonly found in capitated managed
care environments and can complicate accurate measurement. Providers often do not
include antigen-specific codes for immunizations on encounter forms submitted to
plans.

Results

This measure is not eligible for the Star Performer designation; Combination 2 was
reported for first time in the Consumer Guide in 2002. Neither Combination 2 nor the
formerly reported Combination 1 measure is eligible for the Star Performer designation.
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Antigen-Specific Vaccination Rates

Table 6 shows the rates for antigen-specific vaccinations. Consistent with rates for the
Childhood Immunization measure, VZV and hepatitis B vaccination rates were
significantly lower than those for MMR.

Combination 1

From 2000 to 2002, five of the seven plans reporting for all three years improved their
rates significantly. The Maryland HMO/POS average increased 16 percentage points over
this period (see Table 4).

In 2002, two plans received average scores, three plans were above average, and four
plans were below average. Rates ranged widely from 24% to 75%.

Combination 2

From 2000 to 2002, six of the eight plans reporting for all three years improved their
rates significantly. The Maryland HMO/POS average increased 13 percentage points over
this period. In 2002, five plans received average scores, two plans were above average,
and two plans were below average. Rates ranged from 15% to 38%. Work needs to be
done to improve performance in this area. The percent of adolescents who receive
adequate immunization is 27% across all plans. Even considering the old Combination 1,
without vaccine for chicken pox, only 44% percent of adolescents had been immunized in
2002 (see Table 5).

As with the Childhood Immunization measure, more plans increased their rates for
Combination 2 than were able to increase their rates for Combination 1. This indicates
that plans have reported a greater increase in the rate of VZV immunization.

Maryland Health Care Commission September 2002 31



2002 Comprehensive Performance Report: Commercial HMOs & Their POS Plans in Maryland

Table 4

Combination 1 does not include the chicken pox vaccine (VZV)

Adolescent Inmunization Status Combination 1, Trending
Comparison of Absolute Rates Comparison of Relative Rates
Change
2000-
2000 2001 2002 2002 2000 2001 2002
Maryland HMO/POS
Average 28% 39% 44% 16%
Aetna -- 36% 38% -- -- ® O
BlueChoice 23% 39% 43% A ©) O] O]
CIGNA 23% 29% 39% A O O O
Coventry NR 64% 75% NR NR ® ®
Delmarva 29% 40% 51% A ® ® [
Kaiser™ 54% 54% 51% & o Ll Ll
M.D. IPA 28% 38% 43% ) O] O] O]
OCI 26% 34% 35% ) O] @) @)
PHN 27% 27% 24% & O] @) @)
Legend:

Change 2000 — 2002
) Plan’s rate increased significantly from 2000 to 2002
&  Plan’s rate did not change significantly from 2000 to 2002
7 Plan’s rate decreased significantly from 2000 to 2002

Relative Rates

® = Plan performed significantly better than the Maryland HMO/POS average
® = Plan performed equivalent to the Maryland HMO/POS average
O = Plan performed significantly worse than the Maryland HMO/POS average

Notes:

e “Change 2000-2002” indicates a statistically significant change in a plan’s absolute rate (i.e.,
the number of percentage points higher or lower) from 2000 to 2002.

e Relative rates represent statistically significant differences between an individual plan’s rate
and the state HMO/POS average for a given reporting year.

e Aectna US Healthcare, Inc. — Maryland, DC, Virginia reported for the first time in 2001.

¢ NR = Not Reportable. Data did not pass independent audit.

e " These plans used the administrative method to calculate this rate in 2002. All other plans
used the hybrid method.

e In 2002, it is not possible for any plan to be a Star Performer for either Adolescent
Immunization measure.
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Table 5
Adolescent Inmunization Status Combination 2, Trending
Comparison of Absolute Rates Comparison of Relative Rates
Change
2000-
2000 2001 2002 2002 2000 2001 2002

Maryland HMO/POS

Average 14% 23% 27% 13%

Aetna -- 20% 24% -- ® O]

BlueChoice 13% 21% 28% A O] O] O]

CIGNA 8% 17% 25% A ©) O O]

Coventry NR 25% 38% NR NR ®© ®

Delmarva 14% 22% 28% A ® ® ®

Kaiser™ 50% 50% 35% 2 ° ° °

M.D. IPA 11% 25% 28% ) O O] O]

OCI 10% 22% 22% A ©) O] O

PHN 8% 8% 15% A O @) @)
Legend:

Change 2000 — 2002
) Plan’s rate increased significantly from 2000 to 2002
&  Plan’s rate did not change significantly from 2000 to 2002
7 Plan’s rate decreased significantly from 2000 to 2002

Relative Rates

® = Plan performed significantly better than the Maryland HMO/POS average
® = Plan performed equivalent to the Maryland HMO/POS average
O = Plan performed significantly worse than the Maryland HMO/POS average

Notes:

e “Change 2000-2002” indicates a statistically significant change in a plan’s absolute rate (i.e.,
the number of percentage points higher or lower) from 2000 to 2002.

e Relative rates represent statistically significant differences between an individual plan’s rate
and the state HMO/POS average for a given reporting year.

e NR = Not Reportable. Data did not pass independent audit.

e  Aectna US Healthcare, Inc. — Maryland, DC, Virginia reported for the first time in 2001.

e " These plans used the administrative method to calculate this rate in 2002. All other plans
used the hybrid method.

e In 2002, it is not possible for any plan to be a Star Performer for either Adolescent
Immunization measure.
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C. BREAST CANCER SCREENING

Background

After skin cancer, breast cancer is the most common type of cancer among women. It is
also second only to lung cancer as a leading cause of cancer deaths among American
women. Early identification and treatment of breast cancer can reduce significantly a
woman’s chance of dying from the disease. The American Cancer Society states the five-
year survival rate from breast cancer is 98 percent, if it is detected early.

Mammograms are the most effective method for detecting breast cancer. A mammogram is
an x-ray of the breast that can reveal tumors too small to be felt, and can show other
changes in the breast that may suggest cancer. When high quality equipment is used and
the x-rays are read by well-trained radiologists, 85 to 90 percent of cancers are detectable.

Breast cancer is most commonly found in women between 50 and 64 years old. The
Healthy People 2010 objective is to increase to at least 70 percent the proportion of women
over 40 years old who had at least one mammogram during the past two years. Although
there is continuing debate regarding the age at which screening mammography should start,
there is consensus that women over 50 should be screened at least once every two years
and that women under 50 should consult their provider regarding screening.

Definition of Measure

This measure shows what percent of commercially insured women age 50 through 69

years, who were continuously enrolled during 2000 and 2001, had a mammogram during
2000 or 2001.

Notes

This measure was eligible for HEDIS rotation in 2002. Because the majority of Maryland
plans rotated this measure, individual rates were not included in the 2002 Consumer Guide,
therefore, no plan was eligible for Star Performer designation.

Results

From 2000 to 2002, only one of the eight plans reporting for all three years improved its
rate significantly. However, five of eight plans chose to “rotate” this measure, meaning
their rates for 2001 and 2002 are identical.

The Maryland HMO/POS average increased four percentage points over this period. On
average, 76 percent of women who should have received a mammogram received one. In
2002, eight plans received average scores and one plan was above average. Rates ranged
from 72% to 84% (see Table 7).
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Table 7
Breast Cancer Screening, Trending
Comparison of Absolute Rates Comparison of Relative Rates
Change
2000-
2000 2001 2002 2002 2000 2001 2002
Maryland HMO/POS
Average 72% 75% 76% 4%
Aetna’ - 73% 73% -- -- ® ®
BlueChoice" 66% 79% 79% A ©) ® O)
CIGNA' 72% 76% 76% & ® ® ®
Coventry' 79% 84% 84% & ® ® ®
Delmarva™ 76% 74% 78% N ° ® ®
Kaiser™ 80% 78% 76% Vv ° ° ®
M.D. IPA 73% 71% 74% & ® O ®
ocClI' 69% 73% 73% & O] O] O]
PHN 77% 79% 72% & ° © O)
Legend:

Change 2000 — 2002
) Plan’s rate increased significantly from 2000 to 2002
&  Plan’s rate did not change significantly from 2000 to 2002
7 Plan’s rate decreased significantly from 2000 to 2002

Relative Rates

® = Plan performed significantly better than the Maryland HMO/POS average
® = Plan performed equivalent to the Maryland HMO/POS average
O = Plan performed significantly worse than the Maryland HMO/POS average

Notes:

e  “Change 2000-2002” indicates a statistically significant change in a plan’s absolute rate (i.c., the
number of percentage points higher or lower) from 2000 to 2002.

e Relative rates represent statistically significant differences between an individual plan’s rate and
the state HMO/POS average for a given reporting year.

e " These plans used the administrative method to calculate this rate in 2001. All other plans used
the hybrid method.

e "This measure was eligible for rotation in 2002, and these plans elected to re-submit 2001 data
in 2002. All other plans submitted new data.

e No plan was eligible for Star Performer designation due to the majority of plans rotating the
measure. A minority of plans reported new rates.
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D. CERVICAL CANCER SCREENING

Background

When found and treated early, cervical cancer often can be cured. Cervical cancer used to
be one of the most common causes of cancer death for American women. But between
1955 and 1992 the number of deaths from cervical cancer declined by 74 percent. The main
reason for this change is the use of the Pap test to detected cervical cancer early.

Cervical cancer can be identified in its early stages by regular screening using a Pap smear
test. The five-year survival rate for cervical cancer is 91 percent, if detected early.

The American College of Obstetricians and Gynecologists, the American Medical
Association, and the American Cancer Society, recommend Pap testing every one to three
years for all women who have been sexually active or who are over 18 years old. The
Healthy People 2010 objective is to increase to at least 90 percent the proportion of women
age 18 and over who received at least one Pap smear during the past three years.

Definition of Measure

This measure shows what percent of commercially insured women age 21 through 64
years, who were continuously enrolled during 1999, 2000, and 2001, received one or more
Pap tests during those years.

Notes

This measure was eligible for HEDIS rotation in 2002. Because the majority of Maryland
plans rotated this measure, meaning a minority of plans reported new rates, individual rates
were not included in the 2002 Consumer Guide. No plan was eligible for Star Performer
designation.

In 2001, the continuous enrollment requirements identified in the HEDIS 2001, Volume 2:
Technical Specifications changed to require a member to be enrolled with the health plan
for three years in order to qualify for inclusion in the measure. In 2000, the requirement
was one-year of continuous enrollment. Given the increased continuity, this change may
make it more likely that the member received the Pap test and/or the plan is more likely to
be able to access administrative service information. This, in turn, will result in higher plan
rates in the future.

When interpreting results, readers should be aware that the method a plan uses for
excluding contraindications for this measure could potentially influence final results.
Contraindications are situations when a member should be excluded from the measure. For
example, women who have had a hysterectomy with no residual cervix could be excluded
from the measure to detect cervical cancer. Plans have the option to exclude members who
do not meet criteria to prevent the plan from appearing to perform less well.
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Plans can search for contraindications in the entire population using administrative data
only, exclude these members from the population file of people who meet criteria to
receive the clinical care indicated, then draw a sample of those people who do meet the
criteria (for the denominator of the measure). Alternatively, plans can search for
contraindications after drawing the sample in both administrative data and the medical
record. In either case, exclusions are made after determining whether or not people
received the indicated clinical care and only members who did not receive the care are
excluded (from the numerator)). Therefore, a member who has a contraindication but
received care (has met the numerator criteria) would not be excluded. In this case, women
who have had a hysterectomy are actually more likely to receive a Pap test. Therefore,
depending on the number of exclusions, plans can influence their rates by the method of
excluding contraindications they choose.

Results

From 2000 to 2002, six of the eight plans reporting for all three years improved their rates
significantly. The Maryland HMO/POS average increased ten percentage points over this
period. However, five of eight plans chose to rotate this measure, meaning their rates for
2001 and 2002 are identical. For 2002, on average, 82 percent of women who should have
received a pap smears received one. In 2002, seven plans received average scores, one plan
was above average, and one plan was below average. Rates varied within a ten-point range,
from 77% to 87% (see Table 8).
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Table 8
Cervical Cancer Screening, Trending
Comparison of Absolute Rates Comparison of Relative Rates
Change
2000-
2000 2001 2002 2002 2000 2001 2002
Maryland HMO/POS
Average 72% 81% 82% 10%
Aetna’ -- 82% 82% -- -- O] O]
BlueChoice" 68% 81% 81% A O] O) O]
CIGNA’ 73% 83% 83% A O] ® O]
Coventry' 63% 78% 78% A O ® ®
Delmarva™ 79% 77% 77% 2 ° @) @)
Kaiser™ 87% 85% 87% & L L ®
M.D. IPA 76% 83% 84% A O] ® O]
OCI 71% 81% 82% A O] O] O]
PHN 66% 84% 82% AN O ® ®
Legend:

Change 2000 — 2002
) Plan’s rate increased significantly from 2000 to 2002
&  Plan’s rate did not change significantly from 2000 to 2002
7 Plan’s rate decreased significantly from 2000 to 2002

Relative Rates

® = Plan performed significantly better than the Maryland HMO/POS average
® = Plan performed equivalent to the Maryland HMO/POS average
O = Plan performed significantly worse than the Maryland HMO/POS average

Notes:

e  “Change 2000-2002” indicates a statistically significant change in a plan’s absolute rate (i.c., the
number of percentage points higher or lower) from 2000 to 2002.

e Relative rates represent statistically significant differences between an individual plan’s rate and
the state HMO/POS average for a given reporting year.

e " These plans used the administrative method to calculate this rate in 2001. All other plans used
the hybrid method.

e "This measure was eligible for rotation in 2002, and these plans elected to re-submit 2001 data
in 2002. All other plans submitted new data.

e No plan was eligible for Star Performer designation due to the majority of plans rotating the
measure. A minority of plans reported new rates in 2002.
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E. CHLAMYDIA SCREENING IN WOMEN

Background

Chlamydia is the most common sexually transmitted diseases (STDs) in the United States.
People with chlamydia infections generally experience no symptoms or signs of infection.
If left undetected and untreated, however, chlamydia infections in women often lead to
pelvic inflammatory disease, infertility, ectopic pregnancy, and chronic pelvic pain.
Reported rates for chlamydia are highest among women age 15 to 24.

Despite the wide availability of testing and treatment methods, chlamydia remains the most
frequently reported STD in Maryland. The Maryland DHMH, Center for Community
Epidemiology, attributed progress made in reducing chlamydia rates in this state to routine
screenings in the 15 to 29 age group. It is the method that works.

Definition of Measure

This measure shows what percent of sexually active women age 16 to 20, age 21 to 26,
(and total combined age 16 to 26) who were continuously enrolled during 2001, had at least
one test for chlamydia during the measurement year.

Notes

All plans used the administrative method to calculate this rate. HEDIS 2002, Volume 2:
Technical Specifications do not allow the use of the hybrid method.

The total combined age 16-26 measure was added in 2001 by MHCC. Therefore, only 2001
and 2002 results are reported here for this measure.

There are two methods to identify sexually active women for inclusion in the measure:
through pharmacy data or through medical claims/encounter data. Changes to the HEDIS
2001, Volume 2: Technical Specifications require health plans to use both methods. In
2000, the HEDIS 2000, Volume 2: Technical Specifications indicated that health plans
“should use both methods” but this requirement was not mandatory.

Several factors complicate calculating this measure and can influence results. When
interpreting results, readers should consider the following:

e As indicated above, sexual activity is identified through pharmacy data or
claims/encounter data. This method cannot identify all women who were sexually
active, only those who received care related to sexual activity, such as prescriptions for
contraceptives and pregnancy-related care. The actual number of women at risk is much
larger than the number screened. The percent of women being screened by some plans
is only a small fraction of those who meet the criteria for screening. Women meeting
the criteria for screening, in turn, make up only a small percent of women at risk.

e Due to privacy issues, the number of chlamydia tests performed may be under-reported
by providers.
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Results

Consolidation of Aetna plans contributed significantly to a change in the Maryland
HMO/POS average for this measure from 2000 to 2002. Changes in the Maryland
HMO/POS average should not be interpreted to arise solely from changes in plan
performance. See the Methodology section for further discussion.

From 2000 to 2002, the Maryland HMO/POS average increased by ten percentage points
for the 16-20 year old age group (see Table 9) and by eight percentage points for the 21-26
year old age group (see Table 10). As noted above, changes in the HEDIS 2001, Volume 2:
Technical Specifications regarding the identification of eligible members and the
consolidation of Aetna plans contribute to these rate changes. Because the measure was
new in 2000, this is the first year that the Comprehensive Report shows three years of
trended data. No plans are eligible for Star Performer designation because the measure has
been reported in the 2002 Consumer Guide only once, in 2002.

In 2002, across both age groups (see Table 11), the average rate for screening is only 29%.
Two plans received average scores, two plans were above average, and five plans were
below average. Rates varied widely from 13 to 77%, possibly reflecting variations in data
available from administrative systems as well as variations in quality of care. The measure
requires improved performance by virtually every plan.

From 2001 to 2002, the Maryland HMO/POS average increased by one percentage point
for the combined 16-26 year age group. Two plans received average scores, two plans were
above average, and five plans were below average.
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Table 9
Chlamydia Screening 16-20, Trending
Comparison of Absolute Rates Comparison of Relative Rates
Change
2000-
2000 2001 2002 2002 2000 2001 2002
Maryland HMO/POS
Average 21% 30% 31% 10%
Aetna -- 12% 15% -- -~ @) O
BlueChoice 7% 15% 24% A O O @)
CIGNA 23% 23% 33% ) ® O ®
Coventry 14% 37% 38% A O [ [
Delmarva 31% 27% 31% & [ O] O]
Kaiser 43% 76% 77% A o o o
M.D. IPA 21% 26% 21% & ® O ©)
OcCl 19% 23% 21% & O O ©)
PHN 34% 30% 21% v ° ® O
Legend:

Change 2000 — 2002

) Plan’s rate increased significantly from 2000 to 2002

<  Plan’s rate did not change significantly from 2000 to 2002

7 Plan’s rate decreased significantly from 2000 to 2002

Relative Rates

® = Plan performed significantly better than the Maryland HMO/POS average

® = Plan performed equivalent to the Maryland HMO/POS average

O = Plan performed significantly worse than the Maryland HMO/POS average

Notes:

e  “Change 2000-2002” indicates a statistically significant change in a plan’s absolute rate (i.e., the
number of percentage points higher or lower) from 2000 to 2002.
e Relative rates represent statistically significant differences between an individual plan’s rate and
the state HMO/POS average for a given reporting year.

e Aectna US Healthcare, Inc. — Maryland, DC, Virginia reported for the first time in 2001.
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Table 10
Chlamydia Screening 21-26, Trending
Comparison of Absolute Rates Compatrison of Relative Rates
Change
2000-
2000 2001 2002 2002 2000 2001 2002
Maryland HMO/POS
Average 20% 27% 28% 8%
Aetna -- 9% 13% -- -- O O
BlueChoice 22% 23% 26% A O] ©) ©)
CIGNA 24% 32% 29% A ° ° O]
Coventry 17% 32% 31% A O ® ®
Delmarva 22% 21% 27% o ® O O]
Kaiser 38% 73% 77% A ® ® o
M.D. IPA 17% 19% 17% o O O ©)
OcClI 16% 19% 19% A ©) ©) O
PHN 33% 27% 15% Vv ° ® O
Legend:

Change 2000 — 2002
) Plan’s rate increased significantly from 2000 to 2002
< Plan’s rate did not change significantly from 2000 to 2002
7 Plan’s rate decreased significantly from 2000 to 2002

Relative Rates

® = Plan performed significantly better than the Maryland HMO/POS average
® = Plan performed equivalent to the Maryland HMO/POS average
O = Plan performed significantly worse than the Maryland HMO/POS average

Notes:
e “Change 2000-2002” indicates a statistically significant change in a plan’s absolute rate (i.c., the
number of percentage points higher or lower) from 2000 to 2002.
e Relative rates are statistically significant differences between an individual plan’s rate and the
state HMO/POS average for a given reporting year.
e  Aectna US Healthcare, Inc. — Maryland, DC, Virginia reported for the first time in 2001.
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Table 11
Chlamydia Screening Total, Trending
Comparison of Absolute Rates | Comparison of Relative Rates
2001 2002 2001 2002
Maryland HMO/POS
Average 28% 29%
Aetna 10% 13% ©) O
BlueChoice 21% 26% ©) ©)
CIGNA 29% 30% o O]
Coventry 34% 34% o o
Delmarva 24% 28% ©) O]
Kaiser 74% 77% ® ®
M.D. IPA 23% 19% O O
OClI 20% 20% ©) ©)
PHN 28% 17% O] O
Legend:

Relative Rates

® = Plan performed significantly better than the Maryland HMO/POS average
® = Plan performed equivalent to the Maryland HMO/POS average
O = Plan performed significantly worse than the Maryland HMO/POS average

Notes:
e Relative rates represent statistically significant differences between an individual plan’s rate and
the state HMO/POS average for a given reporting year.
e This measure was new in 2001. No plan is designated a star performer for this measure because
it was reported in the Consumer Guide for the first time in 2002.
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F. CONTROLLING HIGH BLOOD PRESSURE

Background

Heart disease is the leading cause of death for Americans. Heart disease and stroke are also
leading causes of disability in the United States. High blood pressure is known as the
“silent killer” because, although it is a major risk factor for coronary heart disease, stroke,
and heart failure, it often causes no symptoms. It is estimated that 50 million Americans
have high blood pressure. Many Americans with high blood pressure are not aware that
they have this condition. Detection and treatment of high blood pressure improves
cardiovascular health and may prevent fatal or debilitating cardiovascular events. The
Healthy People 2010 objective related to this measure is to increase to 50 percent the
proportion of adults diagnosed with high blood pressure whose blood pressure is under
control.

Definition of Measure

This measure assesses whether blood pressure was controlled among adult members with
diagnosed hypertension. Members must be between the ages of 46 to 85 years, be con-
tinuously enrolled in 2001, and have had a diagnosis of hypertension. A member is
considered “in control” if the most recent blood pressure reading indicates a representative
systolic pressure less than or equal to 140 mmHg and a representative diastolic pressure
less than or equal to 90 mmHg (less than or equal to BP of 140/90).

Notes

This measure was new in 2000, therefore, this is the first year for which three years of data
are available. Because it has been reported in the Consumer Guide for three years, the
measure is one for which plans can be designated as Star Performers.

Plans must use the hybrid method to calculate this measure.

In 2001, the HEDIS technical specifications changed to include blood pressures “less than
or equal to” the thresholds of 140 mmHg and 90 mmHg. In 2000, blood pressure readings
had to be “less than” these thresholds. This change, rather than improved quality, may be
the cause of plans’ generally higher rates in 2001 and 2002 compared to 2000.

Results

From 2000 to 2002, seven of the eight plans reporting for all three years improved their
rates significantly. The Maryland HMO/POS average increased by 15 percentage points
(see Table 12), although on average, only 53% of members with hypertension had a
reading of 140/90 or lower when last checked, even with the modified measure that is
easier to achieve. As noted above, changes in the HEDIS 2001, Volume 2: Technical
Specifications doubtlessly contribute to increases in rates. In 2002, four plans received
average scores, four plans were above average, and one plan was below average. Rates
varied widely from 5% to 71%, possibly reflecting data problems at one plan. One plan is
recognized as a Star Performer.
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Table 12

Controlling High Blood Pressure, Trending

Comparison of Absolute Rates

Compatrison of Relative Rates

Change
2000-
2000 2001 2002 2002 2000 2001 2002
Maryland HMO/POS
Average 38% 52% 53% 15%
Aetna’ -- 63% 63% -- -- ° L
BlueChoice 33% 38% 54% A ©) ©) O)
CIGNA 42% 62% 71% A O] o °
Coventry' 47% 54% 54% A ° ® ©)
Delmarva 36% 42% 62% A O] ©) o
Kaiser 41% 49% 51% A O] ®© ®
*M.D. IPA 42% 60% 60% A o L o
ocClI' 37% 57% 57% A O] O] O]
PHN 37% NR 5% v ® NR O
Legend:

Change 2000 — 2002

) Plan’s rate increased significantly from 2000 to 2002

&  Plan’s rate did not change significantly from 2000 to 2002

7 Plan’s rate decreased significantly from 2000 to 2002

Relative Rates

® = Plan performed significantly better than the Maryland HMO/POS average

® = Plan performed equivalent to the Maryland HMO/POS average

O = Plan performed significantly worse than the Maryland HMO/POS average

Notes:

e  “Change 2000-2002” indicates a statistically significant change in a plan’s absolute rate (i.c., the
number of percentage points higher or lower) from 2000 to 2002.
e Relative rates represent statistically significant differences between an individual plan’s rate and
the state HMO/POS average for a given reporting year.

e Aectna US Healthcare, Inc. — Maryland, DC, Virginia reported for the first time in 2001.
e NR = Not Reportable. Data did not pass independent audit.

e * Star Performer — this designation indicates that a plan has reported a better than average
relative rate for this measure for the past three reporting years: 2000, 2001, and 2002. Plans
must have operated in their current form within Maryland for three years in order to be eligible

to receive this designation.

e "This measure was eligible for rotation in 2002, and these plans elected to re-submit 2001 data
in 2002. All other plans submitted new data.
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G. BETA BLOCKER TREATMENT AFTER A
HEART ATTACK

Background

According to the American Heart Association, 1.1 million Americans will suffer a first or
recurrent heart attack, or acute myocardial infarction (AMI) this year, and approximately
40 percent will die as a result. Those who have had a heart attack are at higher risk of
having another. For approximately 450,000 of the 1.1 million Americans who will
experience an AMI, it will not be the first. One medical therapy that has been shown to
lower the risk is beta blocker treatment, which reduces both blood pressure and how hard
the heart has to work.

Definition of Measure

This measure shows what percent of members age 35 years and older, who were
hospitalized and discharged alive with a diagnosis of acute myocardial infarction, were
dispensed a prescription for beta blockers upon discharge.

Notes

It is important to consider that a number of plans cannot report the measure due to the low
number of people they can identify as meeting the criteria for the measure. As HEDIS
2002, Volume 2: Technical Specifications direct, if the number of plan members who meet
the criteria for the measure is less than 30, its rate is indicated by an NA (“Not Available™).
The trending table for this measure reflects that NCQA convention.

As is true for the cholesterol management measure, codes used to identify an AMI require a
high degree of specificity. Many plans do not receive sufficient specificity in codes
submitted by providers to allow them to identify members who should receive these
services. “NA” does not always mean that fewer than 30 members met criteria for beta
blocker. “NA” could reflect a deficiency in data collection for these measures.

Results

From 2000 to 2002, one of the six plans reporting for all three years improved its rate
significantly (see Table 13). The Maryland HMO/POS average increased 11 percentage
points over this period. The average rate for all plans was 92 for 2002.

This measure has always been the measure that fewest plans can report. However, in 2002,
seven of nine plans were able to identify enough members to report the measure. Four
plans received average scores, two plans were above average, and one plan was below
average. Two plans received “Not Available” designations. Rates varied from 83% to
100%. One plan was a Star Performer for this measure.
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Table 13
Beta Blocker After Heart Attack, Trending
Comparison of Absolute Rates Comparison of Relative Rates
Change
2000-
2000 2001 2002 2002 2000 2001 2002
Maryland HVIO/POS
Average 81% 88% 92% 11%
Aetna - 96% 98% -- -- o d
BlueChoice NA NA 83% NA NA NA ©)
CIGNA 90% 95% 96% & ® ® O]
Coventry 86% 86% 90% & ® ® O}
Delmarva™ NA NA NA NA NA NA NA
*Kaiser 98% 98% 100% o L L d
M.D. IPA 81% 81% 90% & O] O] O]
OcClI 84% 83% 90% A O] ©) O]
PHN NA 68% NA NA NA O NA
Legend:
Change 2000 — 2002
) Plan’s rate increased significantly from 2000 to 2002
<  Plan’s rate did not change significantly from 2000 to 2002
7 Plan’s rate decreased significantly from 2000 to 2002

Relative Rates

o=
®=
O=

Notes:

Plan performed significantly better than the Maryland HMO/POS average
Plan performed equivalent to the Maryland HMO/POS average
Plan performed significantly worse than the Maryland HMO/POS average

“Change 2000-2002” indicates a statistically significant change in a plan’s absolute rate (i.c., the
number of percentage points higher or lower) from 2000 to 2002.

Relative rates represent statistically significant differences between an individual plan’s rate and
the state HMO/POS average for a given reporting year.

* Star Performer — this designation indicates that a plan has reported a better than average
relative rate for this measure for the past three reporting years: 2000, 2001, and 2002. Plans
must have operated in their current form within Maryland for three years in order to be eligible
to receive this designation.

Aetna US Healthcare, Inc. — Maryland, DC, Virginia reported for the first time in 2001 and,
therefore, is not eligible for Star Performer designation.

" These plans used the administrative method to calculate this rate in 2002. All other plans used
the hybrid method.

NA = Not Available. The plan could not report this number because an insufficient number of
members were included in the rate to allow for plan comparisons.
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H. CHOLESTEROL MANAGEMENT AFTER ACUTE
CARDIOVASCULAR EVENTS

Background

High cholesterol is one of the leading causes of heart attacks among Americans. Those who
have had a heart attack have a higher risk of having another. Two cardiac procedures are
commonly used to reduce blockage of the arteries and to increase the flow of blood to the
heart: coronary artery bypass graft (CABG) and percutaneous transluminal coronary
angioplasty (PTCA). Whether a member has had a heart attack or one of these cardiac
procedures, regular monitoring and management of cholesterol levels, particularly LDL-C
levels, is essential to reducing the risk of a heart attack.

Definition of Measure

The applicable population for this measure is all members age 18-75, who were
hospitalized and discharged alive during the reporting year after an acute myocardial
infarction (AMI), CABG, or PTCA. For these members, the following two rates are
calculated:

e The percent who received a cholesterol (LDL-C) screening on or between 60 and
365 days after discharge,

e The percent who had a cholesterol (LDL-C) level of <130 mg/dL on or between 60
and 365 days after discharge.

Notes

Maryland plans were required to submit rates for cholesterol screening for the first time in
1999. In 2000, plans reported rates for cholesterol levels for the first time. Therefore, this
year the 2000 to 2002 trend analyses are available for both the cholesterol screening and
cholesterol control measures. As is true for the beta blocker measure, codes used to identify
an AMI require a high degree of specificity. Many plans do not receive sufficient
specificity in codes submitted by providers to allow identification of members who should
receive these services. “NA” does not always mean that fewer than 30 members met
criteria for screening and control. “NA” could reflect a deficiency in data collection for
these measures.

Results

The Cholesterol Testing measure is eligible for Star Performer designation. However, since
the Cholesterol Control is reported for the first time in the 2002 Consumer Guide, that
measure is not eligible for consideration in determining Star Performer designations.
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Cholesterol Testing

Comparison of 2000 to 2002 data indicate that two of the eight plans reporting for all three
years improved their rates significantly (see Table 14). The Maryland HMO/POS average
increased from 66% to 74%, eight percentage points over this period.

In 2002, six plans received average scores, two plans were above average, and one plan
was below average. Rates ranged from 64% to 81%.

Cholesterol Control

From 2000 to 2002, four of the eight plans reporting for all three years improved their rates
significantly. The Maryland HMO/POS average increased by 16 percentage points to 57%
(see Table 15).

In 2002, six plans received average scores, two plans were above average, and one plan
was below average. Rates varied from 25% to 73%.

Comparison of the testing and control rates across Maryland HMOs (see Table 16) indicate
that, while 74% of members who had an acute cardiovascular event received a cholesterol
test, only 57% had cholesterol levels that were known to be “in control.”
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Table 14
Cholesterol Management, Cholesterol (LDL-C) Screening, Trending
Comparison of Absolute Rates Comparison of Relative Rates
Change
2000-
2000 2001 2002 2002 2000 2001 2002
Maryland HMO/POS
Average 66% 72% 74% 8%
Aetna -- 61% 79% - -- O [
BlueChoice NA 77% 70% NA NA ® ®
CIGNA 65% 81% 78% A ® ® ®
Coventry 73% 63% 68% o ® O ®
Delmarva 85% 76% 71% o ) ® ®
Kaiser™ 72% 76% 77% & ° ° ®
M.D. IPA 74% 72% 77% o ) ® ®
OCl 68% 72% 81% A ® ® ®
PHN 67% 70% 64% o ® ® O
Legend:

Change 2000 — 2002
) Plan’s rate increased significantly from 2000 to 2002
<&  Plan’s rate did not change significantly from 2000 to 2002
7 Plan’s rate decreased significantly from 2000 to 2002

Relative Rates

® = Plan performed significantly better than the Maryland HMO/POS average
® = Plan performed equivalent to the Maryland HMO/POS average
O = Plan performed significantly worse than the Maryland HMO/POS average

Notes:

e  “Change 2000-2002” indicates a statistically significant change in a plan’s absolute rate (i.c., the
number of percentage points higher or lower) from 2000 to 2002.

e Relative rates represent statistically significant differences between an individual plan’s rate and
the state HMO/POS average for a given reporting year.

e Aectna US Healthcare, Inc. — Maryland, DC, Virginia reported for the first time in 2001.

e NA = Not Available. The plan could not report this number because an insufficient number of
members were included in the rate to allow for plan comparisons.

e " These plans used the administrative method to calculate this rate in 2002. All other plans used
the hybrid method.

e No plan achieved Star Performer status for this measure although the measure was eligible for
such designation.
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Table 15
Cholesterol Management, Cholesterol (LDL-C) Control, Trending
Comparison of Absolute Rates Comparison of Relative Rates
Change
2000-
2000 2001 2002 2002 2000 2001 2002
Maryland HMIO/POS
Average 1% 51% 57% 16%
Aetna - 44% 57% -- -- ® ®
BlueChoice NA 62% 56% NA NA o ®
CIGNA 39% 61% 63% ® ) °
Coventry 61% 44% 55% o [ ® ®
Delmarva 54% 29% 61% & ® @) ®
Kaiser™ 62% 64% 73% A ® ® ®
M.D. IPA 46% 53% 62% A ® ® ®
oCl 45% 53% 58% A ® ® ®
PHN 33% NR 25% o ® NR O
Legend:

Change 2000 — 2002
) Plan’s rate increased significantly from 2000 to 2002
&  Plan’s rate did not change significantly from 2000 to 2002
7 Plan’s rate decreased significantly from 2000 to 2002

Relative Rates

® = Plan performed significantly better than the Maryland HMO/POS average
® = Plan performed equivalent to the Maryland HMO/POS average
O = Plan performed significantly worse than the Maryland HMO/POS average

Notes:

e Relative rates are statistically significant differences between an individual plan’s rate and the
state HMO/POS average for a given reporting year.

e Aectna US Healthcare, Inc. — Maryland, DC, Virginia reported for the first time in 2001.

e " These plans used the administrative method to calculate this rate in 2002. All other plans used
the hybrid method.

e NR = Not Reportable. Data did not pass independent audit.

e NA = Not Available. The plan could not report this number because an insufficient number of
members were included in the rate to allow for plan comparisons.

e No plan was eligible to be designated a Star Performer for this measure because it was reported
in the Consumer Guide for the first time in 2002.
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Table 16
Cholesterol Management, Cholesterol (LDL-C) Screening and Control, 2002 Results
LDL-C Screening LDL-C Control

Maryland HMO/POS

Average 74% 57%

Aetna 79% o 57% O]
BlueChoice 70% O] 56% O]
CIGNA 78% ®© 63% o
Coventry 68% ®© 55% ®
Delmarva 71% O] 61% O]
Kaiser™ 77% ® 73% ®
M.D. IPA 77% ® 62% O]
OCl 81% o 58% O]
PHN 64% O 25% @)

Legend:

Relative Rates

® = Plan performed significantly better than the Maryland HMO/POS average
® = Plan performed equivalent to the Maryland HMO/POS average
O = Plan performed significantly worse than the Maryland HMO/POS average

Notes:

e Relative rates are statistically significant differences between an individual plan’s rate and the
state HMO/POS average for a given reporting year.

e " These plans used the administrative method to calculate this rate in 2002. All other plans used
the hybrid method.
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I. COMPREHENSIVE DIABETES CARE

Background

Diabetes affects over 15.7 million people or about 6 percent of the population in the United
States, according to the American Diabetes Association. Approximately 5-10 percent of
this population is insulin-dependent. The remainder has type II diabetes, which can be
controlled through diet and/or medication. Diabetes is the seventh leading cause of death in
the United States.

Diabetes is a chronic disease that has no cure. It can result in several debilitating or life-
threatening complications including blindness, kidney disease, nerve disease and ampu-
tations, heart disease and stroke. It is important that the symptoms and complications of
diabetes be closely monitored and addressed appropriately.

One of the most commonly accepted methods of determining whether a patient’s diabetes
is under control is measuring blood glucose level. Commonly, hemoglobin Alc (HbAlc)
levels are monitored. This test provides a direct indication of blood glucose control.

Diabetes has been associated with cardiovascular diseases and individuals with diabetes
have a 3 to 4-fold increase in risk for coronary artery disease. Lipid profiles should be
regularly performed and the patient’s cholesterol (LDL-C) level must be controlled.
Diabetes is the leading cause of end-stage renal disease, accounting for 40 percent of new
cases each year. Patients with diabetes should be monitored regularly for kidney disease. In
addition, diabetes can result in degenerative eye diseases such as retinopathy, glaucoma,
and cataracts. Diabetes is the leading cause of adult blindness in the United States. The
American Diabetes Association estimates that each year 12,000 - 24,000 people with
diabetes lose their sight. People with diabetes should have their eyes examined regularly so
that appropriate treatment can be initiated at the first sign of a problem.

Definition of Measure

This measure, Comprehensive Diabetes Care, shows what percent of commercially insured
members with diabetes (type I and type II), age 18-75, who were continuously enrolled
during 2000, had each of the following:

e Blood Glucose (Hemoglobin Alc, HbAlc) tested

e Blood Glucose (HbAlc controlled) (<=9.5%)

e Cholesterol (LDL-C) tested

e Cholesterol (LDL-C) controlled (< 130 mg/dL)

e Eye exam (retinal)

e Kidney disease (nephropathy) monitored
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Notes

For the Blood Glucose (HbAlc) Control measure, the HEDIS data set reports the
percentage of members with HbAlc levels greater than 9.5%. While consensus may be
lacking on what level constitutes "good control," most experts agree that HbAlc levels
greater than 9.5% represent poor control. The rates presented in the tables that follow show
the percent of members with HbAlc levels that are less than or equal to 9.5% (i.e., the
percent of members “in control”). A higher rate indicates better performance.

Methods used to identify members with diabetes can influence final rates. In 2001 and
2002, NCQA required plans to identify people with diabetes using pharmacy data and
encounter data (i.e., “claims” sent to the plan when a member sees a provider). In 2000,
plans were not required to use both methods.

Use of pharmacy data alone tends to exclude people with type II diabetes since medication
is not always necessary. Type I diabetics are at higher risk for degenerative eye disorders.
Typically, relying on encounter data alone tends to find more false positives, or members
who are incorrectly identified as having diabetes. This causes rates for those plans to be
under-reported. Use of both methods in 2001 and 2002 may improve the accuracy of the
denominator (the number of people who should have received the care in question) used to
calculate the rate for each plan.

Results

From 2000 to 2002, the Blood Glucose (HbAlc) Testing rate increased seven percentage
points, the Eye Exam rate increased five percentage point, the Cholesterol Testing measure
increased 17 percentage points, and the Monitoring for Diabetic Nephropathy measure
increased by 11 percentage points (see Tables 17, 19, 20 and 22). All of these measures
simply require providing monitoring/testing services to patients.

In contrast, the Blood Glucose (HbAlc) Control measure reveals that the number of people
with HbAlc levels of less than or equal to 9.5% increased by 10 percentage points. The
percentage of members whose cholesterol levels were controlled, as reflected by the
Cholesterol Control measure, increased 13 percentage points (see Tables 18 and 21). These
measures are intermediate outcome measures that reflect the impact of managing this
chronic disease. As such, they are recognized to be complex and dependent upon proper
treatment, ongoing monitoring, and patient cooperation to achieve optimum results.

In 2002, across Maryland plans, rates for the Blood Glucose (HbAlc) and Cholesterol
testing measures were significantly higher (81% and 83%) than rates for the corresponding
control measures (see Table 23). Rates for control measures, Blood Glucose (HbAlc) and
Cholesterol (LDL-C) Control, were 61% and 52% respectively.

Two plans rotated the Glucose Testing measure and three plans rotated the Glucose Control
and Nephropathy measures. This means those rates reflect 2000 performance and they are
identical to the rates reported in 2001.
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In 2002, health plan rates varied widely within each of the Comprehensive Diabetes Care’s
six measures as follows:

Highest Lowest
Measure Percentage | Percentage

Rate Rate
Blood Glucose Testing 85% 70%
Blood Glucose Control 76% 15%
Eye Exams 76% 38%
Cholesterol Testing 88% 75%
Cholesterol Control 70% 18%
Monitoring Diabetic Nephropathy 78% 28%

This report does not show the percentage of members in each plan that received all of
the interventions that are known to be critically important in the control of diabetes.
However, in order to get an accurate picture of diabetes care, that next step is needed.
Just as adequate immunization depends on children receiving all of the individual
vaccines that are needed, so too does care of complex chronic disease depend upon
receipt of all components of care.
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2002 Comprehensive Performance Report: Commercial HMOs & Their POS Plans in Maryland

Table 17
Comprehensive Diabetes Care, Blood Glucose (HbA1c) Testing, Trending
Comparison of Absolute Rates Comparison of Relative Rates
Change
2000-
2000 2001 2002 2002 2000 2001 2002

Maryland HVIO/POS

Average 74% 77% 81% 7%

Aetna -- 80% 83% - -- O] ©
BlueChoice" 74% 83% 83% ) O] J O]
CIGNA 79% 79% 84% & ) ® ®©
Coventry' 73% 80% 80% A ® ® ®
Delmarva 77% 83% 85% A ® ® ®
Kaiser 84% 71% 85% o ) @) ®
M.D. IPA 7% 80% 82% & ® O] O]
OCI 73% 78% 82% A ®© ®© O]
PHN 71% 65% 70% & ® @) @)

Legend:

Change 2000 — 2002
) Plan’s rate increased significantly from 2000 to 2002
<  Plan’s rate did not change significantly from 2000 to 2002
7 Plan’s rate decreased significantly from 2000 to 2002

Relative Rates

® = Plan performed significantly better than the Maryland HMO/POS average
® = Plan performed equivalent to the Maryland HMO/POS average
O = Plan performed significantly worse than the Maryland HMO/POS average

Notes:

e Relative rates are statistically significant differences between an individual plan’s rate and the
state HMO/POS average for a given reporting year.
Aetna US Healthcare, Inc. — Maryland, DC, Virginia reported for the first time in 2001.
No plan achieved Star Performer status for this measure although the measure was eligible for
such designation.

e 'This measure was eligible for rotation in 2002, and these plans elected to re-submit 2001 data
in 2002. All other plans submitted new data.
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2002 Comprehensive Performance Report: Commercial HMOs & Their POS Plans in Maryland

Table 18
Comprehensive Diabetes Care, Blood Glucose (HbA1c) Control, Trending
Comparison of Absolute Rates Comparison of Relative Rates
Change
2000-
2000 2001 2002 2002 2000 2001 2002
Maryland HMO/POS
Average 51% 59% 61% 10%
Aetna - 59% 60% -- -- O] O]
BlueChoice' 46% 71% 71% A @) (] ()
CIGNA 56% 52% 66% A O] ®) o
Coventry' 52% 64% 64% A ® ® O]
Delmarva' 58% 76% 76% A ° ° °
Kaiser 65% 56% 64% & ) O] O]
M.D. IPA 57% 62% 68% A J ® °
OClI 50% 61% 66% ) O) ® °
PHN 37% 33% 15% v O ©) O
Legend:

Change 2000 — 2002
) Plan’s rate increased significantly from 2000 to 2002
<  Plan’s rate did not change significantly from 2000 to 2002
7 Plan’s rate decreased significantly from 2000 to 2002

Relative Rates

® = Plan performed significantly better than the Maryland HMO/POS average
® = Plan performed equivalent to the Maryland HMO/POS average
O = Plan performed significantly worse than the Maryland HMO/POS average

Notes:

e Relative rates are statistically significant differences between an individual plan’s rate and the
state HMO/POS average for a given reporting year.

e Aectna US Healthcare, Inc. — Maryland, DC, Virginia reported for the first time in 2001.

e No plan was eligible to be designated a Star Performer for this measure because it was reported
in the Consumer Guide for the first time in 2002.

e "This measure was eligible for rotation in 2002, and these plans elected to re-submit 2001 data
in 2002. All other plans submitted new data.
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2002 Comprehensive Performance Report: Commercial HMOs & Their POS Plans in Maryland

Table 19
Comprehensive Diabetes Care Eye Exams, Trending
Comparison of Absolute Rates Comparison of Relative Rates
Change
2000-
2000 2001 2002 2002 2000 2001 2002

Maryland HMO/POS

Average 45% 46% 50% 5%

Aetna - 46% 51% - - ® ®

BlueChoice' 44% 53% 53% A ® ° ®

CIGNA 37% 40% 41% o O O O

Coventry' 45% 58% 58% N ® ° °

Delmarva 41% 41% 44% o ® O O
*Kaiser 82% 63% 76% v o ° °

M.D. IPA 49% 47% 47% o ® ® ®

OCl 38% 43% 45% o O ® O

PHN 29% 35% 38% N O @] O
Legend:

Change 2000 — 2002
) Plan’s rate increased significantly from 2000 to 2002
<&  Plan’s rate did not change significantly from 2000 to 2002
7 Plan’s rate decreased significantly from 2000 to 2002

Relative Rates

® = Plan performed significantly better than the Maryland HMO/POS average
® = Plan performed equivalent to the Maryland HMO/POS average
O = Plan performed significantly worse than the Maryland HMO/POS average

Notes:

e Relative rates are statistically significant differences between an individual plan’s rate and the
state HMO/POS average for a given reporting year.

e  Aectna US Healthcare, Inc. — Maryland, DC, Virginia reported for the first time in 2001

e * Star Performer - this designation indicates that a plan has reported a better than average
relative rate for this measure for the past three reporting years: 2000, 2001, and 2002.

e 'This measure was eligible for rotation in 2002, and these plans elected to re-submit 2001 data
in 2002. All other plans submitted new data.
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2002 Comprehensive Performance Report: Commercial HMOs & Their POS Plans in Maryland

Table 20
Comprehensive Diabetes Care Cholesterol Testing, Trending
Comparison of Absolute Rates Comparison of Relative Rates
Change
2000-
2000 2001 2002 2002 2000 2001 2002

Maryland HMO/POS

Average 66% 77% 83% 17%

Aetna - 74% 80% -- -- ®© ®©

BlueChoice 66% 76% 83% A ®© ®© ®

CIGNA 78% 80% 87% A ° ® ®

Coventry' 73% 82% 82% ) J () ®
*Delmarva 80% 87% 88% A ® ® ®

Kaiser 70% 73% 85% A ®© ®© ®

M.D. IPA 76% 83% 84% A ® ® ®

OClI 74% 75% 86% 1t ® ®© ®

PHN 33% 64% 75% N O O O
Legend:

Change 2000 — 2002

) Plan’s rate increased significantly from 2000 to 2002

<&  Plan’s rate did not change significantly from 2000 to 2002

7 Plan’s rate decreased significantly from 2000 to 2002

Relative Rates

® = Plan performed significantly better than the Maryland HMO/POS average

® = Plan performed equivalent to the Maryland HMO/POS average

O = Plan performed significantly worse than the Maryland HMO/POS average

Notes:

e Relative rates are statistically significant differences between an individual plan’s rate and the
state HMO/POS average for a given reporting year.

e Aectna US Healthcare, Inc. — Maryland, DC, Virginia reported for the first time in 2001.

e * Star Performer - this designation indicates that a plan has reported a better than average

relative rate for this measure for the past three reporting years: 2000, 2001, and 2002.

e 'This measure was eligible for rotation in 2002, and these plans elected to re-submit 2001 data
in 2002. All other plans submitted new data.
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2002 Comprehensive Performance Report: Commercial HMOs & Their POS Plans in Maryland

Table 21
Comprehensive Diabetes Care Cholesterol Control, Trending
Comparison of Absolute Rates Comparison of Relative Rates
Change
2000-
2000 2001 2002 2002 2000 2001 2002

Maryland HMO/POS

Average 39% 43% 52% 13%

Aetna -- 45% 48% - -- ® ®

BlueChoice 37% 47% 59% A ® ® ()

CIGNA 43% 41% 56% A ® ® ®

Coventry' 48% 48% 48% & ® [ ®

Delmarva 41% 30% 70% A ® O [

Kaiser 44% 47% 64% A ® ® [

M.D. IPA 37% 45% 55% AN ® ® ®

(0]¢]] 36% 43% 51% A ® ® ®

PHN 68% NR 18% v ° NR O
Legend:

Change 2000 — 2002
) Plan’s rate increased significantly from 2000 to 2002
<  Plan’s rate did not change significantly from 2000 to 2002
7 Plan’s rate decreased significantly from 2000 to 2002

Relative Rates

® = Plan performed significantly better than the Maryland HMO/POS average
® = Plan performed equivalent to the Maryland HMO/POS average
O = Plan performed significantly worse than the Maryland HMO/POS average

Notes:

e Relative rates are statistically significant differences between an individual plan’s rate and the
state HMO/POS average for a given reporting year.

e Aectna US Healthcare, Inc. — Maryland, DC, Virginia reported for the first time in 2001.

e NR = Not Reportable. Data did not pass independent audit.

e 'This measure was eligible for rotation in 2002, and these plans elected to re-submit 2001 data
in 2002. All other plans submitted new data.

e No plan was eligible to be designated a Star Performer for this measure because it was reported
in the Consumer Guide for the first time in 2002.
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2002 Comprehensive Performance Report: Commercial HMOs & Their POS Plans in Maryland

Table 22
Comprehensive Diabetes Care Monitoring Diabetic Nephropathy, Trending
Comparison of Absolute Rates Comparison of Relative Rates
Change
2000-
2000 2001 2002 2002 2000 2001 2002
Maryland HMO/POS
Average 36% 41% 47% 11%
Aetna’ - 50% 50% -- -- J ®
BlueChoice' 32% 28% 28% © ® ) )
CIGNA 26% 31% 44% s O O ®
Coventry' 29% 57% 57% A O ° °
Delmarva 68% 44% 66% & ® ® [
Kaiser 68% 63% 78% A ® ® ®
M.D. IPA 22% 30% 36% A O O O
(0]¢] 23% 35% 34% S O O O
PHN 28% 28% 34% & O O O
Legend:

Change 2000 — 2002
) Plan’s rate increased significantly from 2000 to 2002
&  Plan’s rate did not change significantly from 2000 to 2002
7 Plan’s rate decreased significantly from 2000 to 2002

Relative Rates

® = Plan performed significantly better than the Maryland HMO/POS average
® = Plan performed equivalent to the Maryland HMO/POS average
O = Plan performed significantly worse than the Maryland HMO/POS average

Notes:

e Relative rates are statistically significant differences between an individual plan’s rate and the
state HMO/POS average for a given reporting year.

e Aectna US Healthcare, Inc. — Maryland, DC, Virginia reported for the first time in 2001.

e 'This measure was eligible for rotation in 2002, and these plans elected to re-submit 2001 data
in 2002. All other plans submitted new data.

e No plan was eligible to be designated a Star Performer for this measure because it was reported
in the Consumer Guide for the first time in 2002.
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